



t 
AN FRANCISCO 
PEAKS 









DN uyAeyeral 








ARIZONA MEDICAL ASSOCIATION 


eSB etay 
=> BSA, 


Peal As Bs, 


UNIVERSITY 
OF MICHIGAN 


JAN 30 1952 


. / MEDICAL 
\ LIBRARY 


‘ ~ 
Ny . inecssss> 


Whenever a Lilly representative visits physicians, 

he gives useful facts about prescription products— 
without varnishing the truth. Because recognizing 

the limitations of drugs is often as important as knowing 
their beneficial effects, every Lilly representative 
regularly presents both sides of the picture. 


ELI LILLY AND COMPANY ¢* INDIANAPOLIS 6, INDIANA, U.S. A. 


Vol. 9, No. 1 e@ JANUARY. 1952 e TABLE OF CONTENTS — PAGE 3 





eee eee — — 


+ ¢ 








cushions 
the 
climacteric 

















THEELIN Aquéous Suspension THEELIN in Oil 








Ampoules Ampoules 

1-cc. ampoules of 1 mg. (10,000 I.U.) l-ce. ampoules of 0.2 mg. ( 2,000 I.U.) 
1-cc. ampoules of 2 mg. (20,000 I.U.) l1-ce. ampoules of 0.5 mg. ( 5,000 I.U.) 
1-cc. ampoules of 5 mg. (50,000 I.U.) l-cc. ampoules of 1 mg.’ (10,000 I.U.) 









Steri-Vials 
,000 I.U.) per ce. 10-cc. vials of 1 mg. (10,000 I.U.) per ce. 
),000 I U.) per ce. 


Steri-Vials 
10-cc. vials of 2 mg. ( 
5-cc. vials of 5 mg. ( 










« 











{ 
5 
? 
| 
- 3 


PARE. DAVIS & COMPANY 






























ARIZONA MEDICINE 


Journal of ARIZONA MEDICAL ASSOCIATION 


VOL. 9, NO. 1 ¥ JANUARY, 1952 


TABLE OF CONTENTS 
OFFICERS 


ARIZONA MEDICAL DIRECTORY ...........ccccccccccccccsccccerecccsvesvcsenes 4 


WOMANS AURILAARY DURBCTORY onan cccssccccncccccccecescceccssccesveces 4 


ORIGINAL ARTICLES 


THE SURGICAL TREATMENT OF CARCINOMA OF THE COLON AND RECTUM. .21 
John Van Prohaska, M.D., and Michael C. Govostis, M.D., Chicago, Illinois 


See ee GP Ee I his cnn ansccnsccecesessudeectseenseneees eu 26 
Kenneth C. Sawyer, M.D., and Arthur R. Woodburne, M.D., Denver, Colorado 

a eee ee a od 2 ee bie ee een aaa & ae h Meee wali ssrk 28 
Kenneth C. Baker, M.D., and J. T. Malone, M.D., Tucson, Arizona 

WHAT TO KNOW ABOUT MODERN CHEST SURGERY ..................-0008- 29 


Robert M. Janes, M.D., Toronto, Canada 
MEDICAL PROBLEMS 
nd ee een ok walls sue eae Rae e ee 32 


THE SECRETARY’S MESSAGE 
V. A. REDEFINES RULES ON DOMICILIARY CARE AND INSURANCE 


EE, 5 ara tire ok rig d ce ES WEA. S wk ale 6 eee GREE Oo Ek au be ae Ke 42 
EDITORIAL 
YOU ARE THE A.M.A. WHAT DO YOU GET FOR YOUR $25? .................... 45 
TOPICS OF CURRENT MEDICAL INTEREST 
ae a aa a eo as iat a Wi AN eae awa 40 
Be ee ae ee GO PE ob vice cccesncnccccccsccescevesedoovns 4i 
FOUR-GROUP COMMISSION TO ACCREDIT HOSPITALS .................-2ee0e% 46 
ANNUAL POSTGRADUATE CONFERENCE IN CLINICAL OPHTHALMOLOGY...... 46 
TE SR sc PPS eM SR AeA NS Se 45 
Guillermo Osler, M.D. 
AN ANNOTATED BIBLIOGRAPHY gee BT me + rere 50 
REPORT OF THE DELEGATE HOUSE OF DELEGATES, A.M.A. ..................52 
Jesse D. Hamer, M.D., Phoenix, Arizona 
ee ey wey Be ele oe |, |. > nn | 
J. N. McMeekin, Business Manager 
REET 
ee es ss nic oh beh N SECA NS CObeKESSOeeee eae 60 
ee ee a ie catch bea ebesaabeenteeeeued 62 
THE ARIZONA MEDICAL ASSOCIATION, INC. MEMBERSHIP REPORT .......... 62 
WOMAN’S AUXILIARY 
a hee heed evils waeed@saqonswawe 64 
Mrs. Royal W. Rudolph, President, Tucson, Arizona 
WOMAN’S AUXILIARY H ANNUAL CONFERENCE REPORT ................. 64 
Mrs. Ruth E. Schoffman, Phoenix, Arizona 
DIRECTORY 
No aad Kiker R Aan aeee awa adam 69 
a eal lls Wie acini Gols ibis Wis seb HO Ee A 7i 
os ds Ce oe a alae Kaku dikalede tae ee eank ee ee ee 





Published monthly by the Arizona Medical Association. Business office at 426 Heard Building, Phoenix, 
Arizona. Subscription $3.00 a year, single copy 25c. Entered as second class matter March 1, 1921, at 
Postoffice at Phoenix, Arizona, Act of March 3, 1879. 




















— 





Directory 


THE ARIZONA MEDICAL ASSOCIATION, 
Organized 1892 
CURITY 


Ss 
234 NORTH SCENTRAL AVE., PHOENIX, ARIZONA 


OFFICERS AND COUNCIL 

Harry T. Southworth, M.D. 
. O. Box 788, Prescott, Arizona 

Thomas H. Bate, igen canes se eg apmiaten President-Elect 
15 E. Monroe, Phoenix, Arizona 

Edward M. Mayes, NS og hee are anaes aaa aiken Vice-President 
3 E. Ochoa, Tucson, Arizona 





INC. 


President 


Frank J. Milloy, M «Beier? eee Secretary 
15 E. aieasee. Phoenix, Arizona 
Sees TT, Bc Be. ccsiecceccncconsvcsss Treasurer 


M.D. 
O. ‘Box 1626, Prescott, Arizona 
Harry E. Thompson, ia 6 aes 6 Wane estes of House 
435 N. Tucson Blvd., Tucson, Arizona 
Det Th TE, hoes itsecescesvensen Delegate to AMA 
15 E. Monroe, Phoenix, Arizona 
Preston T. Brown, M.D........... aay > (1950-51) 
1313 ay Second St., oo Arizo 
Harold W. , M.D. Alterante-Delognte (1952-53) 
1002 N. Country Club Rd., Tucson, Arizona 


DISTRICT COUNCILORS 


te Ts I hin ov ctcckaceucwenaav< Central 
1313 N. Second St., Phoenix, Arizona 
fe sl | "apie: Central 
1601 Fifth Ave., Yuma, Arizona 
Walter Brazie, M.D. 


Se a er ar Northern 
Masonic Building, Kingman, Arizona 


District 


District 
District 


Geert T. Die, OE. UB... oc ccccccessceese Northern District 
P. O. Box 128, Holbrook, Arizona 
Baca C.. TH, THEE. aoc covcce eccccenes Southern District 
110 S. Scott, Tucson, Arizona 
oemelé T.. Median, BE cow ccccestecsescces Seuthern District 
509 Fifth Ave., Safford, Arizona 
COUNCILORS AT LARGE 
ER a Es ros ohne ws ee ae eb ewe a Ree Phoenix 
ok | Ie cn er =: Tucson 
EE ee SI, EI, oc cw codon nesemceceucenees< Tucson 
BOARDS 
ee yc Arthur J. Present, M.D., Tucson; Ernest A. 
Born, M.D., Prescott; Joseph M. Kinkade, M.D., Tucson; 


James Lytton-Smith, M.D., Phoenix; Bertram :. Snyder, 
M.D., Phoenix, Charles E. Van Epps, M.D., Phoenix; Boris 
Zemsky, M.D., Tucson 

PUBLIC RELATIONS: William B. Steen, M.D., Tucson; Hollis 
H. Brainard, M.D., Tucson; Arnold H. Dysterheft. M.D 
McNary; Howard C. Lawrence, M.D., Phoenix; Robert M. 
Matts, M.D., Yuma; Paul W. McCracken, M.D., Phoenix. 


STANDING COMMITTEES 
HISTORY & OBITUARIES: Hal W. Rice, M.D., Historian, Tuc- 
rat Frank J. Milloy, M.D., Phoenix; Harold W. Koh), 
Tucson; W. Warner Watkins, M.D., Phoenix. 
INDUSTRIAL RELATIONS: Ronald S. Haines, M.D., Phoenix; 
Carl H. Gans, M.D., Morenci; William B. McGrath, M.D., 
any a B. Noon, M.D., Nogales; John R. Schwartz- 
Tucson. 
LEGISLATION. "Tesse D. Hamer, M.D., Phoenix; Walter Brazie, 
D., Kingman; Martin G. Fronske, M.D., Flagstaff; Juan 
S. Gongalez, M.D., Nogales; Charles B. Huestis, M.D., Hay- 
den; _ Frederick W. Knight, M.D., Safford; Charles H. 
Laugharn, M.D., Clifton; Harry B. * Lehmberg, M.D., Casa 
on Claude H. Peterson, M.D., Winslow; Reed D. Shupe, 
M.D., Phoenix; William B. Steen, M.D., Tucson. 
MEDICAL DEFENSE: O. E. Utzinger, M.D., Ray; Ernest A. 
Born Prescott; Preston T. Brown, M. D., Phoenix. 
MEDICAL ECONOMICS: George G. McKhann, MD., Phoenix; 
Edward M. Hayden, M.D., Tucson; Hilary D . Ketcherside, 


M.D., Phoenix. 
oy R. Lee Foster, M.D., Phoenix; Carroll C. Creigh- 
M.D., hy Donald E. Nelson, M.D., Safford. 
SCIENTIFIC "ASSEM Y: Thomas H. Bat e, M.D., Phoenix; 
Joseph Bank, MDT hae Robert S. Flinn, M.D., Phoe 
nix; Oscar Ww. Thoeny, M.D., Phoenix. 


4 Auxiltary 


OFFICERS OF THE AUXILIARY TO THE 
ARIZONA MEDICAL ASSOCIATION 


1951 - 1952 

Mrs. Royal W. Rudolph 
542 N. Country Club Rd., Tucson 
rs. William Schoffman 
36 N. Country Club Rd., Phoenix 











ARIZONA MEDICINE 





January, 1952 


Bee VIE, cca scccnsscsescaned rs. George S. Enfield 
335 W. Cambridge Ave., oo 


OS Mrs. Hugh C. Thompson 
85 Palomar Dr., Tucson 
Os. «iden ba keiant ese kenanl Mrs. R. Lee Foster 
2215 N. llth Ave., 7 


ResenBing Genet. ..cccccsesvesceeses Mrs. Frederick Knight 
Secretary 

2325 
Benjamin Herzberg, 


Phillip Corliss, Yuma—1 Year 
H. Allen, 829 Country Club Dr., aes | 


Corresponding 

E. Waverly, Tucson 

125 W. Rose Lane, Phoenix 
Year 


Directors—Mrs. 


Mrs. 
Mrs. J. a veer 
s 





STATE COMMITTEE CHAIRMEN 1951-52 


Ph. csicbethtnthetétsaadatiebeedenaoad Mrs. Roy Hewitt 
130 Camino Miramonte, Tucson 
Pas s:cctcccabaeeneecaamaseened Mrs. Brick P. Storts 


El Encanto Estates, by gy 
Mrs. Joseph M. Kinkade 
5 S. Country Club Rd., Tucson 


Rs. 0.6'kdkantbbebeaminnasonenens Mrs. Kenneth C. Baker 
5325 Camino Real, Tucson 
Te GR 6 vnc ccnce ne sacswekauenaces Mrs. Paul Jarrett 
501 E. Pasadena, Phoenix 
IL: <.s:5c-5 ste eosuanaee arcana en Mrs. Louis Hirsch 
4745 Camino Real, Tucson 
I i i cnn ce alae a meee hel Mrs. George S. Enfield 
335 W. Cambridge Ave., <7 
PIs a 8 4604 6 eases atstdodas Mrs. V. G. Presson 
1317 N. Stone ee Tucson 
IIR, 5's aw nto age tid daeenaie Mrs. Hugh C. Thompson 
135 Palomar Dr., ——-. 
SINS 3 ob) isi arehaediget hare i a eg are . John R. Green 


2221 N. 40th St., 
State Student Nurses’ Loan Fund....-....... Mrs. Carlos Craig 
727 Encanto Drive, SE. Phoenix 
EE LE TENE EAI Oe Mrs. Delbert L. Secrist 
2527 E. 3rd St., Tucson 
PIII: 5s: s:0-0 a Wie eeeee ara te atentinana dala Mrs. Harold W. Kohl 
100 Sierra Vista Dr., Tucson 
National Representative................+- Mrs. Jesse D. Hamer 
1819 N. llth Ave., Phoenix 
Nominating Commniittee...............20% Mrs. Charles Starns 
2934 E. Croydon Dr., Tucson 
ee TD 5 ove cain ns ese cctneas Mrs. Hugh C. Thompson 
135 Palomar Dr., Tucson 





COUNTY AUXILIARY OFFICERS FOR 
1951 - 1952 


GILA COUNTY 
Mrs. Theodore C. Harper 
175 S. 3rd St., Globe 
Mrs. Che: 


243 S. 2nd St., ‘Globe 
Mrs. William E. Bishop 
605 S. 3rd St., Globe 


MARICOPA COUNTY 


ster R. Swackhamer 


CIO, 60 sk énttcendens ennnaen Mrs. Thomas W. Woodman 
3203 W. Manor Dr., Phoenix 
IR 6a bane i 0s04 te ac aneeee Mrs. A. E. Cruthirds 


60 E. Country Club Drive, Phoenix 
a I 6 6 dere 0 05 00 se ene sauces Mrs. Paul Jarrett 
501 E. Pasadena, Phoenix 
ale We, oo n:n 6:05 0000508 4e0nr Mrs. Robert W. Ripley 
729 W. Palm Lane, Phoenix 
RpsenGins DOO so <.0.« 4004006060480 Mrs. Marcy L. Sussman 
McDonald Drive, Phoenix 
re ee Mrs. John W. Findley, Jr. 
502 E. Osborne Rd. 
Corresponding Secretary............... Mrs. Zeph B. Campbell 
1626 Palmcroft Dr. 


PIMA COUNTY 


RS 0:90:05 0d bean ee name seew anne Mrs. Brick P. Storts 
El Encanto Estates, pane 
ES 6: Fada oes wnesees dete Mrs. Hollis H. Brainard 


828 N. Country Club Rd. 
ee WS é ks ecrcneescouuue Mrs. Howard D. Cogswell 
3135 E. 5th Street 


Pre Mrs. Darwin Neubauer 
3017 E. Loretta Dr. 

I EE: 5s cine ana ond etn oenne ve Mrs. John Rupp 
305 Woodland Blvd 

Ds. cicikkcsscceaghes vaekon weak rs. Kenneth C. Baker 
5325 Camino Real 

Corresponding Secretary................ Mrs. Ian M. Chesser 


3726 E. 4th Street 
YAVAPAI COUNTY 


0 ree ee ees Mrs. Harry T. Southworth 
Country Club, Prescott 
PR. 0s sc eadexnmmewawenes Mrs. Joseph P. McNally 
Prescott 
MIN: cntigss on. 0-0 eae weemede Mrs. Melvin W. Phillips 
Prescott 
I 6 06w hie cObk ae ma aesres eee on Mrs. A. G. Wagner 


Prescott 














witt 
orts 
ade 
ker 
rett 
sch 
eld 
son 

son 

en 


aig 


hl 
er 


ms 








IZONA MEDICINE 


val of Uuzona Medical Ussocialiion 





VOL. 9, NO. 1 F JANUARY, 1952 





THE SURGICAL TREATMENT OF CARCINOMA OF THE 
COLON AND RECTUM 


John Van Prohaska, M. D. and Michael C. Govostis, M. D. 
Chicago, Illinois 


Within recent years numerous contributions 
have been added to the surgical management 
of cancer of the colon and rectum. These con- 
tributions range from primary end-to-end anas- 
tomosis after resection of the left colon(1) to 
“pull through” operations devised for the preser- 
vation of the anal sphincter(2). With these ad- 
vances, one is aware of the gradual return to 
the more adequate operation tor cancer of the 
rectum, the combined abdomino-perineal re- 
section of Miies. It seems that sufficient time 
has elapsed to evaluate these efforts and ex- 
press them in terms of the present day concept 
of the problem. 

The prevalence of cancer of the colon and 
rectum remains unchanged. Approximately 12 
per cent of all malignant diseases in the human 
body take their origin m the colon and rec- 
tum(3). The distribution of carcinoma within 
the colon and rectum shows that 45 per cent of 
all malignant tumors occur im the rectal am- 
pulla, 18 per cent in the rectosigmoid, 14 per 
cent in the sigmoid, 17 per cent in the flexures 
and transverse colon, and about 6 per cent in the 
cecum. Squamous cell carcinoma of the anus 
is relatively rare, and occurs in an incidence of 
one-half of one per cent of all the malignancies 
in the colon and rectum. 

This statistical knowledge immediately gains 
in importance when we realize that 45 per cent 
of this type of cancer may be diagnosed by 
digital examination and an additional 30 per cent 
by a sigmoidcscopic examination. 


Read before Sixtieth Annual Meeting, Arizona Medical Asso- 
ciation, Tucson, Arizona, May 2, 1951. 


The greatest mean average mcidence is at the 
age of 54. From this focal age group the inci- 
dence tapers down toward both age extremes. 
The disease takes a slightly greater toll of males 
than females. 

Early cancer of the large bowel and rectum 
seldom produces a diagnostic pattern of symp- 
toms which the patient or physician can readily 
recognize as the unmistakable sign of an organic 
disease. Rectal bleeding, discharge of bloody 
mucus, rectal discomfort, fullness, and tenes- 
mus are symptoms and signs which warrant 
prompt digital, anoscopic, proctoscopic, and x- 
ray examinations. 

Similarly, the persistent disturbance of bowel 
habits, alternate diarrhea and constipation, bloat- 
ing, abdominal cramps, loss of weight, et cetera, 
should suggest the possibility of cancer of the 
large bowel and lead to a proper physical and 
x-ray examination. By routuine digital and sig- 
moidoscopic examination at least 75 per cent of 


age incidence / 
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12% of olf ‘maliqnant tumors 
in the human bedy. 





cancer arising in the distal sigmoidal segment 
and rectum could be brought within the scope 
of early diagnosis. It is regrettable tc note 
that the average duration or sympioms is 8 
months before diagnosis and proper treatment 
are established. 

In the pathogenesis of cancer of the large 
bowel, the surgeon must particularly consider 
the relationship of carcinoma of the colon to 
polyps, multiple familial polyposis, and the mode 
of spread by cancer by lymphatic and direct 
extension to adjacent structures. 

The familial type of multiple polyposis is es- 
sentially a malignant disease of the colon which 
in most instances must be treated by a total 
colectomy. Only when the disease occurs in 
early childhood should one entertain the spar- 
ing of the colon until the child is 15 to 16 years 
old, because cancer seldom develops before the 
age of 16. Total colectomy would have a pro- 
found effect on the physical development of the 
growing child. 

EARLY DIAGNOSIS POSSIBLE 


1. By digital and anoscovic examination. . . .45% 
2. Sigmoidoscopic examination, additional .30% 
DE cadskeutien che ededsaiawaaemee 75% 


Single polyps, sessile or pedunculated, often 
cause difficuluty in the proper differentiation of 
benign from malignant growths. The micro- 
scopic pattern of these polyps is often such that 
the pathologist cannot state definitely whether 
they are benign or malignan. The differentia- 
tion between malignant and benign polyps 1s 
often made by gross inspecticn in situ. Thus, 
the burden of responsibility for radical or minor 
surgery is placed almost entirely on the judg- 
ment of the surgeon. 

Cancer of the large bowel and rectum spreads 
rather frequently by lymphatics, by infiltration 
to adjacent structures, and by distant metastases 
to the liver. 
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Right Hemicolectoay for Carcinoma of the 
Gecua and Ascending Colon. For Cancer 

Of the Mepatic Plexure a larger segment 
ef the franeverse Colon should be resoved. 





the shaded arca represents the 
amount ef bowel removed for Cancer 


of the Transverse Colon. The ai 


Colle Artery is tusluded. 

Upon the evaluation of this knowledge rests 
our present day concept of the surgical manage- 
ment of cancer of the colon and rectum. The 
lymph nodes draining the various areas of the 
large bowel are situated along the arcades of 
the colonic vessels. Therefore, an adequate 
cancer resection consists of the removal of large 
segments of the colon and mesocolon with the 
associated artery removed at its origin from the 
superior mesenteric. The inferior mesenteric 
artery is sacrificed in the left radical hemicolec- 
tomy. 

Statistical data indicate that the best five-year 
cures of cancer of the large bowel are obtained 
when the lesion is situated in the cecum(4). 
This location is particularly adaptable to a wide 
anatomic resection. In the usual resection, the 
right colic and ileocolic arteries are divided at 
their origin from the superwr mesenteric. A 
segment of the terminal ileum, cecum, ascending 
colon, and the right halt of the transverse colon 
are removed with the corresponding lymph-bear- 
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ing meso. The continuity of the bowel may be 
re-established by an end-to-end, end-to-side, or 
side-to-side anastomosis, depending upon the 
training and experience of the surugeon. We 
prefer an end-to-end anastomosis accomplished 
by the open method. The difference in the size 
of the lumen between the ileum and the trans- 
verse colon is compensated by sectioning the 
ileum obliquely at a 45-degree angle. Wangen- 
steen(5) prefers a closed anastomosis. We use 
interrupted No. 000 silk for the serosal suture 
and a continuous No 000 chromic for the hemo- 
static, mucosal stitch. The V-shaped defect in 
the meso is carefully sutured on both surfaces. 
The posterior peritoneum which is opened in 
dissecting the ascending colon and hepatic flex- 
ure need not and cannot always be peritoneal- 
ized. 

The lesions of the hepatic flexure require the 
same type of radical right hemicolectomy. The 
carcinomas of the transverse colon should be re- 
sected by the removal of the entire transverse 
colon and the omentum. The malignant tumors 
of the splenic flexures present the most discour- 
aging five-year survival rate(6). It is strange 
that most surgeons advise right hemicolectomy 
for a right-sided tumor, whereas orily a few 
surgeons report truly radical resection of the 
left colon. It has been suggested that carcinoma 
of the splenic flexure and of the descending colon 
be treated by a left radival hemicolectomy con- 
sisting of the resection of the flexure, part of the 
transverse colon, and descending colon, down to 
the sigmoid (7, 8,9). To this we wish to add 
that in some cases splenectomy may remove in- 
volved lymph-bearing areas. The bowel con- 
tinuity is re-established by an end-to-end anas- 
tomosis between the transverse and sigmoid 
colons. The well prepared and decompressed 
bowel will seldom need a proximal colostomy as 
an insurance for the safe healing of the anastom- 
osis. A primary anastomosis shoud be made 
only when the blood supply of the bowel is ade- 
quate, when there is no tissue soiling, and no 
tension on the anastomotic line. Meticulous 
serosa-to-serosa approximation is essential. 

Carcinomas situated at or below the _peri- 
toneal reflexion can only be adequately treated 
hy a combined abdomino-perineal resection. 
Since an anastomosis below the peritoneal re- 
flexion presents serious ‘echnical difficulties, it 
is only natural that adequancy of cancer resec- 
tion is often sacrificed for the safe accomplish- 
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left Heaicolectomy for Cancer of the 

Splenic Plexure and Ascending Geles. 

for aaligrancios at or just abewe the 

Peritoneal | ae ye the resection 
r 





ment of the anastomosis. 

In the dissection of the rectosigmoid contain 
ing a carcinoma some malignant cells of neces- 
sity are broken off and become adherent to the 
mucosa below the major tumor mass. It seems 
plausible that implantation may take place. This 
phenomenon was observed in three of our pa- 
tients who developed recurrences at or just below 
the line of anastomosis. Garlock and Ginsberg 
(10) reported 41 per cent recurrence at the anas- 
tomotic line in cases where the tumor was lo- 
cated 12% centimeters or less from the anus, and 
only 10 per cent recurrence for tumors situated 
higher than this level. 

The low anastomosis, the “pull through,” and 
other sphincter saving operations should be re- 
served for patients with a locally resectable le- 
sion complicated by palpable. but of course not 
overwhelming, hepatic metastases. The reason 
for doing any kind of section at all on these pa- 
tients is twofold: first, there is enough evidence 
in our own cases that many patients may survive 
2 to 5 years after such a resection, even though 
they had undisputed evidence of hepatic metas- 
tases at surgery; secondly, cancer of the recto- 
sigmoid and rectum develops most unpleasant 
complications of uncontrollable pain, bleeding, 
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tenesmus, and the possibility of perforation into 
the urinary bladder, none of which can be re- 
lieved by a simple colostomy. 

There is, then, a definite place for the various 
types of sphincter-saving operation. In the 
final analysis the surgeon must fit the operation 
to the individual needs of the patient. We are 
certain that senile patients with a limited span 
of life, or those in whom colostomy would create 
physical or psychic incompatibilities, might be 
better served by a spincter-saving operation. 

There is no doubt that good pre-operative 
care directed toward a thorough cleansing of the 
bowel, the correction of tluid, mineral, and pro- 
tein deficiencies, have led to a welcome reduc- 
tion of surgical mortality. A typical pre-opera- 
tive plan should include the following: 

1. Low residue, high protein, high carbohy- 
drate diet. 

2. Vitamin B and Ascorbic Acid. 

8. Admission to hospital at least 3 days be- 
fore surgery. 

4. Sulfathalidine, 15 grains 6 times daily for 
5 days. 

5. Cleansing enema before administration of 
Sulfathalidine is begun. 

6. Aureomycin, 500 milligrams every 6 hours 
for two days before surgery. 

7. Vitamin K, 75 milligrams once daily while 
patient is on antibiotics. 

8. Cleansing enema night before surgery. 

9. Blood transfusion started at beginning of 
operation. 

Post-operatively, the patient must again be 
kept in adequate fluid, mineral, erythrocytic, and 
protein balance. He must receive further pro- 
tection from infection by the parenteral adminis- 
tration of antibiotics until he is again able to 
take them by mouth. Even though the merit 
of early rising provokes some divergent opinions, 
it appears to be a welcome program in an un- 
eventful convalescence. 

Patients admitted to the hospital with an ob- 
structive carcinoma of the bowel must be decom- 
pressed. Although an adequate decompression 
occurs spontaneously in many patients, one must 
rot hesitate to perform a colostomy when con- 
servative measures fail to relieve the obstruction. 
The colostomy must be placed in such a way 
that the abdomen may again be entered for a 
successful execution of either a primary resec- 
tion or the Miles operation. A colostomy in the 
right hali of the transverse colon appears to be 
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the best suited for an obstructing carcinoma of 
the left colon. An obstruction in the rignt 
colon may be relieved by the Miller-Abbott tube, 
a first-stage cecostomy, ileostomy, or by a short- 
circuit anastomosis between the ileum and the 
transverse colon. 

Carcinoma of the rectum and colon with ex- 
tension to adjacent structures is not a hopeless 
problem. Radical surgery may be performed 
if the usual criteria of onerability are followed. 
The table presents examples of radical resection 
of tumors and adjacent structures: 


Surgical mortality 0 


1 year survival 91% 
2 year survival 75% 
5 year survival 257% 


Most authors report 50 to 54 per cent of five- 
vear survivals as the over all result of surgical 
treatment of carcinoma of the colon and rec- 
tum(11). This corresponds rather closely to re- 
sults observed on our own patients. 

Resectability, however, varies greatly among 
different surgeons. Series from 45 to 98 per 
cent are reported. Garlock and Klein(12) re- 
ported a resectability of 66.7 per cent on ward 
patients and 81.5 per ceat on private patients. 
Allen’s(13) series ran as high as 96 per cent. 
Our own series, based on 100 consecutive cases 
of all bowel and rectal carcinomas, indicates a 
resectability rate of 92 per cent. 

Most authors report a surgical mortality of 
about 5 per cent. In our cases we have had 
only 1 per cent mortality in operations on the 
large bowel whereas our mortality in abdomino- 
perineal resections is 6 per cent. 

Conclusions 

Seventy-five per cent of carcinomas of the 
colon and rectum are so situated that they can 
be readily diagnosed by digital and sigmoidos- 
copic examinations. The appreciation of this 
simple knowledge should lead to improvement 
in early diagnosis. 

It is generally agreed that carcinoma of the 
right colon is best treated by radical right hemi- 
colectomy. There is less uniformity of opinion 
as to what constitutes an adequate resection of 
cancer situated in the left colon or rectum. 

The authors advocate wider resection of the 
left colon for sigmoidal und splenic flexure car- 
cinomas. We further advocate the: one-stage 
combined abdomino-periueal resection for malig- 
nancies situated at or below the peritoneal re- 
flexion. 
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PT. Diagnosis 


Overation 


Survival 





B. C. Ca. of rectum 


Miles plus % of urinary bladder 


3% yrs.—liver metastases 





B. 5. Rectosigmoid with 
bladder fistula 


Anterior resection plus % of bladder 


Alive and well—3 years 








A. &. Ca. of rectum 


Miles operation. Hysterectomy 


Alive and well—7 years - 








7. 2. Ca. of rectum 


Miles operation. Hysterectomy 


Four years 





A. G. Ca., splenic flexure 


Left hemicolectomy; splenectomy ce 


Alive and well—7% years 





B. K. Ca., hepatic flexure 


Rt. hemicolectomy; partial gastrectomy; 11 months—metastases 


Partial pancreatecoduodenectomy 





A. G. Ca., splenic flexure 
with obstruction 


Colostomy; left hemicolectomy; par- Alive—1% “years 
tial gastrectomy; partial pancreatec- 


tomy; partial left leat of diaphragm 





McD. R. Ca., transverse colon Resection of transverse colon plus par- 


1 year—liver metastases 


tial hepatectomy 





P. &. Ca., cecum and Ca., 
splenic flexure 


Rt. hemicolectomy; resection of splenic Alive—12 years _ 
flexure; left hepatic lobectomy 


Alive— 6 years 








D. J. Ca. of sigmoid 


Colostomy—anterior resection % urin- Alive—3 years 


ary bladder, part of abdominal wall has metastases 





C. R. Ca., ascending colon, Rt. half of colon, partial stomach, 
duodenum, and pancreas 


duodenocolic fistula 


2% years—metastases 








K. J. Multiple polyposis 


Sigmoid colon, part ot abdominal 


2 years—metastases 


wall, primary anastomosis 
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THE TREATMENT OF SKIN CANCER 


Kenneth C. Sawyer, M. D. 
Arthur R. Woodburne, M. D. 
Denver, Colorado 


Because of accessibility and innate low-grade 
of malignancy, carcinoma of the skin should be 
the most favorable malignant neoplasm to diag- 
noye, treat, and cure. If such tumors are un- 
recognized, neglected, or treated inadequately, 
however, death is just as certain and decisive 
as it from malignancies having their origu 
in more vital organs of the body. 

Fortunately, the intensive program of the 
American Cancer Society and other educational 
efforts have been of tremendous help in having 
these patients come to us when lesions are small 
and confined to the skin. Treatment now re- 
sults in an infinitely higher percentage of petr- 
manent cures than it was possible to obtain 
twenty years ago. 

Skin cancer in general is most simply classi- 
fied in the three major groups: 

1. Squamous cell carcinoma. 

2. Basal cell carcinoma 

3. Melanoblastoma. 

Squamous cell carcinoma is a sequel of involu- 
tional changes in the squamous cells of the 
epithelium. Hereditary factors are important. 
The pink-skinned, blue-eyed individual is par- 
ticularly predisposed to this type of cancerous 
change. Chemical, actinic, and weathering ef- 
fects are frequently contributory causes. One 
typical example of this type in this region is 
the Scotch-Irish rancher who worked out-of- 
doors all of his life. His skin ages prema- 
turely, and horny keratotic patches develop over 
the dorsal surface of the hands, the lips, ears 
and cheeks, in other words, those areas exposed 
to the sun and weather. Squamous cell car- 
cinomas are usually preceded by senile kera- 
toses. The base of the horny patch becomes 
infiltrated and later ulcerates. A hard pearly rim 
forms about the ulcer. 

The basal cell carcinoma is characterized his- 
topathologically by uniform polygonal basop- 
hilic staining cells in strands and groups. It 
is thought that these carcinomas are usually mal- 
ignant degenerative changes of accessory skin 
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structures, such as the ducts of sweat and 
sebaceous glands or hair follicles. 

Melanoblastoma is a malignant tumor of pig- 
mented naevus cells. Many times these tumors 
arise in pigmented moles, but naevus cells are 
found in all parts of the skin, so that melano- 
blastomas may arise in apparently normal skin. 
Hairy and pigmented lesions are not precursors oi 
melanoblastoma. The most formidable blemish 
is the flat, pigmented junctional naevus of the 
sole, palm, or other areas subject to trauma from 
occupation or clothing. 

The diagnosis of cancer of the skin is made 
or suspected by the gross .appearance of the 
lesion. The irregular outline, everted edge, the 
firm consistency, and the fixed base of a skin 
cancer, all serve to mark its identitfy at a very 
early stage. Biopsy from the clean borders of 
the lesion or excision of the entire tumor, with 
microscopic examination of the excised tissue, is 
mandatory in any chronic skin lesion. 

There is a difference of opinion regarding the 
most favorabie method of treating carcinoma of 
the skin. The application of escharotics, electro- 
coagulation, excision, and radiotherapy all have 
their advocates. These are all acceptable, pro- 
viding that the tumor is destroyed completely 
by the method of treatment chosen. The mode 


_ of treatment is of less importance than the skill 


of the operator in its use. One should bear in 
mind that the choice of the ideal method can 
be made only if all forms of treatment are avail- 
able and if the choice is independent of any 
vested interest in an x-ray machine, a quan- 
tity of radium, or the possession of the requisite 
skill and courage to undertake major surgery. 

When the control of the disease can be ac- 
complished with equal certainty by any of the 
available methods, preference should be given to 
the treatment which gives the most satisfactory 
cosmetic result.(1) The location, amount of ex- 
tension, and history of previous treatment are 
important factors in selecting the therapy for the 
particular tumor being considered. 

We have hesitated to recommend roentgeno- 
therapy in the treatment of carcinoma of the 
eyelids, the skin of the ears and nose, or any 
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region contiguous to cartilagenous or bony struc- 
tures, because of past experience with paintul 
chondronecrosis. Merritt(2), however, states 
that well-filtered radiations applied with con- 
venient protraction eliminate these untoward 
effects, while assuring the success of this con- 
servative treatment. Regato(3), who has had 
extensive experience in treating skin cancers, 
believes that roentgenotherapy properly given 
cannot be excelled in treating neoplasms in these 
locations. He believes, and we agree, that roent- 
genotherapy is actually contraindicated in the 
treatment of carcinomas arising from scars. 

Topical application of radium has not been 
effective; however, interstitial implantation of 
radon seeds or radium needles have been very 
successful in the hands of some. (Cole and 
Driver (4) and Lehmann and Pipkin (5) ). 

Lesions of the lip, vulva, dorsal surface of 
the hands are squamous cel! in type, and if 
larger than 2 cm. in diameter or longer than 
six months duration should be exercised surgic- 
ally with lymph channei and lymph node re- 
moval. 

Pigmented naevi, junctional naevi and any pig- 
mented spots which begin to scale or show 
tendency to grow in size or thickness should 
be widely excised. The excision should go be- 
yond the border of the lesion in all directions 
at least 1 cm. distal to any evidence of tumor, 
and in larger neoplasms to include the deep 
fascia. 

This report is based upon our experience with 
374 cases of skin cancer: 268 of these lesions 
were less than 2 cm. in diameter and showed no 
evidence of local extension nor metastasis to re- 
gional or distant lymph nodes. This group 
was treated by the following technique: 

1. Local infiltration anesthesia. 

2. Biopsy of part tumor for microscopic study. 

3. Electrocoagulation of all evident tumor. 

4. Curettement of the entire lesion with a 
small spoon down to normal tissue. (Wide ex- 
perience with the dermal curet will allow the 
operation to go well beyond any gross tumor). 

5. Electrocoagulation of a few millimeters of 
the surrounding tissue. 

6. X-ray therapy of 1,000 units, 100 Kv. P., 
5 M. A., 1 mm. aluminum filtration once a week 
for three weeks. 

The above combined therapy was originally 
recommended by McKee(6) thirty years ago, 
and it has been in general use by dermatologists 
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since Elliot and Weiton(7) reported 1700 con- 
secutive cases of this type with a five-year cure 
rate of 97%. 

The second group of 106 cases of skin cancer 
was treated by surgical excision. This group 
consisted of 23 basal cell carcinomas, 69 squam- 
ous cell carcinomas, and 14 malignant melano- 
mas. 23% of this series had had some type of 
previous treatment. The procedures employed 
in treating these cases were as follows: 

1. Local excision. 

2. Local excision with application of skin 
graft. 

3. Excision with prophylactic lymph node dis- 
section. 

4. Excision with therapeutic lymph node dis- 
section. 

5. Amputation. 

The patients in group 1 have been followed 
for four years. There have been seven recur- 
rences and no deaths, which makes the four 
vear cure rate 97.4%. 

The patients in group 2 have been followed 
for 3 years. There have been 13 recurrences 
and 6 known deaths of which 3 were patients 
with melanoblastoma. 


In this less favorable series 12.26% of the pa- 
tients had a recurrence or extension of their 
original tumor and required subsequent treat- 
ment. 6 or 5.66% of the patients died. The 
curability rate in group 2 was 82.08.% 


SUMMARY 


The present day concepts of the treatment of 
cancer of the skin have been briefly discussed. 
The three and four year end results of 374 cases 
of skin cancer treated by electrocoagulation with 
irradiation and by surgical excision have been 
presented. The importance of early diagnosis 
and complete destruction of the primary skin 
cancer has been re-emphasized. 


1839 High Street. 
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SPOROTRICHOSIS 


(Report of a Case) 
KENNETH C. BAKER, M.D. and J. T. MALONE, M.D. 


Tucson, Arizona 


Sporotrichosis has been reported from all 
countries. In North America, the disease ap- 
pears to be more prevalent in the north central 
part of the United Staies. However, isolated 
cases and small series have come from widely 
scattered areas of the country. The disease is 
most often encountered in adults, although Fogel 
and Martin(1) record the infection in a girl 
seven years old; and Foerster(2) in a review 
of 148 reported cases found 21 instances in chil- 
dren between two and twelve years of age. 
Foerster stressed the occupational nature of the 
infection and the importance of shrubs and soil 
in its transmission. Other dermatologists have 
observed cases in florists, all of which followed 
trauma. The single initial lesion, or sporotricho- 
tic chancre, as described by Campbell, Frost, 
and Punkett(4), may remain localized for some 
time before evidence of a characteristic lymph- 
angitis appears, or it may not appear at all. To 
’ my knowledge, there has been no case reported 
in Arizona, although it is common in Mexico and 
not unusual in Texas. Sporotrichum, as the 
dermatologist ordinarily sees it, is of the lymph- 
atic variety, beginning with the initial nodule or 
ulcer, usually on the hand or other exposed parts, 
and spreads by the lymphatics with formation 
of a string of nodules which later separate. All 
available evidence suggests that man acquired 
sporotrichum from contact with plants, although 
the disease may be contacted from infected ani- 
mals or animals acting as infected carriers. This 
patient, in question, was bitten by an insect and 
apparently infected with the disease. 

The diagnosis of sporotrichum cannot be made 
with certainty except by cultivation and identi- 
fication of the organism. The intradermal test 
with sporotrichum is usuaully position, although 
Smith(3) has reported cases with a negative 
sporotrichum test. Sporotrichosis almost uni- 
formly responds favorably to the administration 
of iodine in various forms. In this particuular 
case, iodines were not advisable and gantrisin 
proved effective. 

REPORT OF .CASE 
Mr. J. H. R., a 33 year old white male, was 


Note: Case reported at Clinical Conference, Veterans Adminis- 
tration Hospital, Tucson, Arizona, November, 1950 





referred to the Dermatology Clinic at the Veter- 
ans Administration Hospital, Tucson, Arizona, 
on August 27, 1950, because of a group of pus- 
tules over the external malleolus of the left ulna. 
The lesions consisted of small vesicles and 
pustules, one of which was pea-sized and the 
remaining very superficial and smaller. The his- 
tory given was that of an insect bite on his wrist 
about a week previously, which became red- 
dened, pruritic and with the appearance of a 
pustule. He was treated by his ward doctor with 
boric acid compresses and sulphathiazole cream 
locally, with no appreciable improvement. The 
appearance of the lesion. when first seen, was 
suggestive of a typical insect bite with folliculitis 
and secondary pyoderma trom scratching. There 
was no evidence of lymphangitis nor lympha- 
denopathy. The treatment was changed from 
sulfathiazole cream to bacitracin ointment with 
normal saline packs. He was seen again in one 
week with some improvement noted. Culture 
and direct smear were taken at that time in order 
to determine the type of organism present. The 
following week the patient returned with a 
typical granuloma of the wrist with discrete, 
erythematous nodules scattered along the flexor 
aspect of his left arm. A direct smear was again 
made and cultures taken for sporotrichosis after 
discontinuing the local treatment for 48 hours. 
The previous culture and direct smear were ne- 
gative for any evidence of fungus infection. 
Sporotrichum was grown on several media when 
the second culture was taken. ‘As the patient 
had been hospitalized for chronic pulmonary 
tuberculosis, reinfection type, with left tubercul- 
ous cervical adenitis, active, iodides were not 
prescribed but gantrisin (Hoffman-LaRoche) 
ordered, grams one q 4h. Complete healing of 
the lesions was accomplished, probably has- 
tened, by the use of x-ray therapy. As a lueco- 
penia developed, the dosage of the gantrisin was 
reduced to one tablet gq 4 h after a rest period 
of several days. Repeated cultures have proven 
negative for sporotrichosis. An interesting note 


in this patient’s hospital course was that there 
was considerable enlargement of the cervical 
glands during the period of the sporotrichum in- 
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fection with marked increase in tenderness ot 
the glands. 


COMMENT 

The purpose of this report is to call attention 
to the fact that sporotrichosis must be kept in 
mind in a differential diagnosis of many indur- 
ant types of lesions, regardless of whether or 
not the usual clinical picture is present. This 
particular case proved to be the typical lymphatic 
variety (although early cultures taken did not 
substantiate the diagnosis), which responded 


WHAT TO KNOW ABOUT 


ROBERT M. 


Professor 
University of Toronto School 


I have presumed that in giving me this title 
the program committee desired that I should 
discuss, insofar as the time allotted will permit, 
some of the things that those who are not 
thoracic surgeons should know about modern 
chest surgery. This, it seems to me, is con- 
cerned with the diagnosis of surgical lesions, 
the indications for operation and the results that 
may be anticipated without and from surgical 
therapy. It involves only an incidental knowl- 
edge of technique. 

TRAUMA 

Injuries to the chest come under the care of 
every doctor. The management of simple frac- 
tures of one or two ribs presents, as a rule, little 
difficulty. When multiple fractures occur para- 
doxical movement of the wal: is permitted and 
must be controlled. The most serious compli- 
cations result from failure to clear secretions. 
This may be related in part to injury to the 
lung but is mainly due to the paradoxical move- 
ments of the chest wall and the aggravation of 
pain which coughing produces. Excessive seda- 
tion aggravates the problem. The pain should 
be controlled by blocking the intercostal nerves 
posterior to the fractures with novocaine, if nec- 
essary, repeatedly. If the airway cannot be 
cleared by coughing, tube aspiration or bron- 
choscopic suction must be employed. Such pa- 
tients should, in my opinion, be nursed flat or 
preferably with the head low and not in the 
Fowler’s position. It is illogical to ask them to 
raise material against gravity Failure to clear 
secretions may result in death from anoxia, ate- 
lectasis, pneumonia and, at a later date, lung 
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geles, California, January, 1950. 


MEDICINE 25 


to sulfonamide therapy instead of the usual 


iodides. 


Reviewed in the Veterans Administration and published with 
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abscess or bronchiectasis. 

Spontaneous or traumatic pneumothorax par- 
ticuluarly if it be of the pressure variety be- 
cause of a valve-like opening must be recognized 
and treated promptly. It is relieved easily by 
syphon drainage under water. It is a not un- 
common complication of other severe injuries 
such as find their way to neuro-surgical and 
orthopaedic services. Everyone responsible for 
the care of injured people should be familiar 
with the picture it presents. 

Haemothorax may require early aspiration for 
the relief of pressure but should, at any rate, 
be aspirated after 24 hours. The first aspiration 
should not necessarily be complete but by the 
end of a few days the blood should all be re- 
moved. Aspiration is possible in the majority 
of cases. In a small proportion clotting occurs 
early and complete aspiration is impossible. Such 
clotted haemothoraces should be operated upon. 
It is true that small haemothoraces may be ab- 
sorbed entirely with no permanent disability but 
extensive ones result in permanent limitation ot 
chest wall and diaphragm movement and serious 
curtailment of respiratory reserve. The fear ot 
infection through aspiration is not well found- 
ed. Carefully controlled breathing exercises 
during the period of recovery are very impor- 
tant. When serious bleeding into the chest 
continues it is much more likely to be coming 
from a systemic than a pulmonary vessel. The 
pressure within the pulmonary circulation is so 
low that with retraction of injured lung clotting 
occurs readily unless a major vessel be torn. 
Presistent bleeding demands thoractomy. If a 
tear in the wall of a bronchus is recognized, the 
chest should be opened and the opening closed. 
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Should such a patient recover without operation 
complete atelectasis of the lung, stricture of tne 
bronchus and usually chronic empyema result. 
Cure can be accomplished only by pneumonec- 
tomy and complete thoracoplasty. 
EMPYEMA 

An important change has taken place in the 
treatment of empyema. In the pre-antibiotic 
days there was no need to hurry the aspiration 
of pleural fluid in cases of pneumonia unless 
by its volume it was interfering with ventilation 
or contributing to the toxicity of the patient. 
Today pleural fluid should be cultured and if 
organisms are encountered their sensitivity to 
antibiotics should be determined in order that 
the appropriate antibiotic may be employed. 
Early and repeated aspiration with the instilla- 
tion of suitable antibiotics cures most empyemas 
today. The aspiration should be as complete 
as possible and under no circumstance should 
air be allowed to enter and permit separation of 
the pleural surfaces. Incomplete aspiration and 
the production of a pyopneumothorax is likely 
to result in failure of the method and necessitate 
surgical drainage. Spontaneous pyopneumo- 
thorax that results from rupture of a major lung 
abscess and is due to mixed infection has not 
been cured by aspiration and antibiotics in the 
past and has required early drainage. Recent 
experience suggests that aureomycin may con- 
trol some of these cases. Unlike penicillin it 
would appear to enter the pleural space in 
therapeutic concentrations when administered 
‘systemically. 

LUNG ABSCESS 

There seems little doubt that the incidence 
of lung abscess in all clinics has been reduced 
by the prompt use of antibiotics, especially peni- 
cillin, in the early stages of pneumonitis, Anti- 
biotics appear to have been of definite value in 
the treatment of well formed abscesses. We 
have had a feeling recently, however, that 
early optimism in regard to the percentage of 
cures that we were obtaining may not have 
been justified. There has been a recent flood 
of cases that had gone on to chronicity that 
could be treated only by lobectomy or pneu- 
monectomy. Patients with abscess of the lung 
that are not responding promptly to antibiotic 
therapy and the usual so-called medical treat- 
ment should be seen in consultation by a sur- 
geon. One should be aware that recession of 
fever, lessened pulse rate and increased sense 
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of well-being do not mean necessarily that 
spontaneous recovery is going to take place. 
The clinical evidence of improvement must be 
supported by radiological evidence. 
BRONCHIECTASIS 

The physician should be aware of the gloomy 
prognosis in cases of brouchiectasis that are not 
or cannot be operated upon. I have a feeling 
that this iz not so bad since penicillin has become 
available for the treatment of pneumonic epi- 
codes particularly if postural drainage be car- 
ried out conscientiously. The results of surgery 
in disease sufficiently localized for surgical re- 
moval are, however, so brilliant that there should 
be no hesitation about advising operation. The 
physician who fails to advise operation in suit- 
able cases is, I believe, negligent. The mortality 
in unilateral lobectomy for bronchiectasis should 
not exceed two per cent. For bilateral cases it 
will remain considerably higher. The propor- 
tion of lung that can be removed without serious 
late disability has not as yet been decided. One 
must emphasize that bronchiectasis cannot be 
excluded by physical examination and plain chest 
films. Bronchograms must be done and these 
must be complete. Cure depends entirely upon 
removal of all diseased bronchi. Many adults 
are still presenting themselves for treatment of 
disease which dates from infancy or childhood. 
This will, I hope, be corrected in the future. 
Bronchiectasis interferes seriously with physical 
.and mental development. Even very young 
children withstand operation well. Dr. Wilkin- 
son of the Hospital for Sick Children, Toronto, 
has done 70 lobectomies, 10% of which were for 
bilateral disease, in children from 2 to 14 years 
of age without a death and 9 pneumonectomies 
with 2 deaths during the past 5 years. One death 
was due to a technical error and could have been 
avoided, the other was from secondary haemorr- 
hage on the 37th day. In the future, many pa- 
tients who are allowed today to reach adult 
vears before operation will, I hope, be cured in 
childhood. 

TUBERCULOSIS 

The practitioner is unlikely to have much 
direct relation to the surgical treatment of 
tuberculosis since most tuberculous patients are 
housed and treated in special institutions. He 
should be familiar, however, with what can be 
accomplished by surgery since patients and their 
relatives will usually seek his advice before sub- 
mitting to operation. He should know that 
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relapse of apparently arrested disease is fre- 
quent and that a high proportion of these re- 
lapses can be prevented by collapse therapy. 
In the past many patients have been advised 
against submitting to surgery because of a beliet 
that operative treatment was unlikely to be suc- 
cessful and certain to produce much disability. 
One should not accept responsibility for such 
advice unless he is familiar with what has been 
and is being accomplished. The death rate from 
tuberculosis in the Province of Ontario reached 
a new low of 19.2 per 100,000 population in the 
year 1948, in 1947 it was 24.9 per 100,000. It 
had decreased only 2 per 100,000 in the previous 
9 years. This sudden decrease of 20% in mortal- 
ity figures is probably attributable to three fac- 
iors, early diagnosis for which routine x-ray sur- 
veys must be given much credit, the fact that 
streptomycin was made available by the provin- 
cial government for all natients who might be 
benefitted by it, and the wider application of 
surgical therapy. One may say safely that few 
fields of surgical endeavour are more gratifying 
to the surgeon than the surgical treatment of 
pulmonary tuberculuosis. 


TUMORS OF THE CHEST WALL 
AND CHEST . 

Tumours of the chest wall, apart from those 
originating in the breast. are uncommon. Any 
soft tissue tumour may, of course, occur. The 
most interesting group is that arising from the 
ribs. Their pathology is that of bone tumours 
in general. They may be primary or secondary 
in nature. The latter need not concern us other 
than to realize that the ribs are frequently the 
site of blood borne metustases. The important 
thing to remember about primary tumours is that 
they should be removed when discovered 
whether that be accidentially in an x-ray film 
taken for another purpose or through the pres- 
ence of a palpable tumour. Those that are not 
malignant have a tendency to undergo malig- 
nant change. If removed adequately they are 
cured in a high proportion of cases but inade- 
quate primary removal is apt to end in dis- 
aster. Adequate removai involves opening the 
chest and operation should be undertaken, there- 
fore, by one familiar with chest problems and 
with adequate facilities. 

The majority of tumours within the chest 
apart from those arising from the lungs and 
bronchi, are mediastinal in origin. There is 
such a variety of these that one could not hope 
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to discuss them in a presentation such as this. 
Perhaps I may be excused for reminding you 
that lesions of the cesophagus can be confused 
readily with tumours and that in case of doubt a 
barium examination should be done, that an 
aortic aneurysm or even an elongated asorta may 
not be easy to differentiate and that in the lower 
chest oesophageal hiatus herniae, herniae thru 
the space of Morgagni and even irregularities of 
the liver have led to errors in diagnosis. Tum- 
ours of the mediastinum show a marked ten- 
dency to malignant degeneration; with increase 
in size their removal becomes more difficult and 
more hazardous. Benign growths and cysts, with 
the possible exception of those that have attain- 
ed great size, can be removed with a negligible 
mortality and their removal should be advised 
routinely. Trial doses of roentgen therapy are 
indicated when the x-ray picture is frankly that 
of lymph node involvement or when the mass 
is pretty obviously not amenable to surgery. All 
other lesions should be operated upon. Thor- 
acotomy has now become as safe as laparotomy 
in proper hands. 


CANCER OF THE LUNG 

I will not attempt to add to what I have said 
already in this regard. 

OESOPHAGUS 

One cannot hope to de more than mention a 
few of the lesions affecting this struction. The 
most interesting recent work is that upon the 
oesophageal atresias. The practitioner should 
know that a new born infant who coughs, re- 
gurgitates and becomes cvanosed on attempting 
to take food probably has one of the forms of 
atresia. The diagnosis can be confirmed, as a 
rule, by attempting to pass a small rubber cathe- 
ter and taking a flat plate of the chest and 
abdomen. A very small amount of lipiodol may 
be injected through the catheter but barium 
should not be used since it will pass directly or 
be aspirated into the lungs, produce broncho- 
pneumonia and make recovery of the infant 
unlikely. Chiefly because of the work of the 
Boston and Ann Arbor groups these infants now 
have a chance for recovery if the diagnosis is 
made immediately and the infant is referred at 
cence to a proper centre. 

Great advances have been made in recent 
years in the technical aspects of surgery of the 
oesophagus. The majority of benign lesions such 
as diverticula, strictures and cardiospasm are 
amenable to survery. The long term results 
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of operation for cancer are still discouraging. 
This is due mainly to the lateness of diagnosis. 
It is unfortunate that so many of them do not 
produce symptoms that bring the patient to the 
doctor before local extension or metastases have 
made cure impossible. Improvement in the 
results that are being obtained should follow 
education of patients to an awareness of the 
importance of early symptoms and immediate 
investigation of these symptoms. The barium 
examination when doubtful, should be supple- 
mented by oesophagoscopy. This procedure was 
undertaken formerly with trepidation because of 
the frequency with which complications occurred 
but in skilled hands these need not be feared 
unduly. 

The increasing realization that partial gastrec- 
tomy is inadequate for many cancers of the stom- 
ach is bringing these cases into the field of thor- 
acic surgery or at least under the care of the 
surgeons familiar with the transthoracic and 
thoracoabdominal approach. 


CARDIOVASCULAR 

The great strides that nave been made in intra- 
thoracic cardiovascular surgery are, I am sure, 
familiar to all of you. Treatment of patent 
ductus arteriosus and of coarctation of the aorta 
has now been established. The shunt operations 
of Blalock and Potts offer palliation, at least, to 
many children with the Tetralogy of Fallot. Ar- 
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teriovenous fistulae in the lung can be recog- 
nized with certainty and treated by local resec- 
tion of the area or by lobectomy. Real progress 
in intracardiac surgery awaits, in my opinion, 
the development of a technique by which the 
bloodless heart can be produced. The work of 
Gibbon of Philadelphia and Crafoord of Stock- 
holm and more recently of Jongbloed of Utrehct 
is of great interest. Mustard and Chute have 
been working for some time in our laboratories 
on a technique very similar to Jonglboed’s. 
Bigelow has been working for the past three 
years on hypothermia in the hope that the tem- 
peratures of warm blooded mammals may be 
reduced to a point at which they resemble the 
poikilotherm (hibernating animal). In_ their 
hypothermic state the oxygen requirements of 
the tissues are so low that it may be possible 
to deprive the brain of circulation for a suffi- 
cient time to permit of intracardiac procedures. 
The work is of great interest. A preliminary 
publication will appear in the near future. 

I have presented in a somewhat rambling 
fashion, I fear, some of the accomplishments of 
thoracic surgery that should be known to every 
practitioner of medicine. We are on the verge, 
I am sure, of further technical advances in the 
field of cardiac surgery. In the main, future 
progress in this as in all other branches of sur- 
gery, will depend, without doubt, on increase in 
fundamental knowledge. 





PHOENIX (@ucad CLUB 


MASSACHUSETTS GENERAL 
HOSPITAL CASE NO. 28112 





The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











First Admission: A seventy-five-year-old Ger- 
man-American retired store owner was admitted 
to the hospital because of weakness. 

He was in good health until four months be- 
fore entry, when there, was gradual onset of 
weakness, dyspnea and a sense of pressure in 
the chest on effort. He had a little palpitation, 
but no pain or orthopnea. His appetite was 








fair until three days before entry, when he ex- 
perieniced some eructation and some diarrhea, 
with cramps. There were no other gastrointes- 
tinal symptoms. 

The family history was irrelevant. The pa- 
tient had been admitted to the hospital two and 
a half years earlier because of a tender mass 
beneath the left nipple. A simple mastectomy 
was performed, a biopsy showing chronic cystic 
mastitis. At that time, examination of the blood 
showed a red-cell count of 2,600,000 with 65 per 
cent hemoglobin. Since this admission, the pa- 
tient had lost about 30 pounds in weight. 

On examination, the patient appeared pale and 
emaciated. His tongue was neither smooth nor 
red. The fingernails were flat, with longitudinal 
ridges. The veins over the costal margins and 
upper thorax appeared quite prominent. The 
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lungs were normal. The heart was of normal 
size, with a faint systolic murmur at both base 
and apex. The abdomen was normal, except 
for bilateral inguinal hernias. Vibration sense 
and position sense were present, but diminished 
in the feet. 

The temperature, pulse and respirations were 
normal. The blood pressure was 145 systolic, 
80 diastolic. 

Examination of the blood showed a white- 
cell count of 4400 with 36% polymorphonuclears 
and 64 per cent lymphocytes, and a red-cell 
count of 1,910,000 with 45 per cent hemoglobin 
and a color index of 1.28. The cell volume was 
20.7 per cent, with a volume index of 1.28. The 
red cells showed macrocytosis; there was a reti- 
culocytosis of 0.6 per ceut. The blood Hinton 
reaction was negative. ‘The TakataAra and for- 
molgel reactions were negative. The serum pro- 
tein was 5.8 gm. per 100 cc. The van den Bergh 
reaction was normal. ‘The bromsulfalein test 
showed normal excretion of dye. 

Examination of the urine at admission showed 
a one plus test for albumin, and 200 red blood 
cells per high-power field in the sediment. A 
few colonies of Staphylococcus albus were ob- 
tained on culture; four subsequent studies of the 
urine showed 17 to 25, 10 to 15, 0 and 0 red 
blood cells, respectively. Examination of the 
stools was negative. Examination of the stomach 
contents showed no free acid after histamine. 

Roentgenographic examination of the esopha- 
gus, stomach and duodenum was negative. An 
intravenous pyelogram showed good excretion of 
dye and normal pelves, but the calyxes were ob- 
secured by intestinal shadows. 

The patient was treated with six successive ex- 
perimental liver extract fractions over a period 
of three months, with only minimal improve- 
ment in the blood picture. There was some re- 
lief of the weakness, however. At discharge, 
examination of the blood showed a red-cell 
count of 2,940,000 with 71 per cent hemoglobin, 
33.6 per cent cell volume and 1.8 per cent reticu- 
locytes. 

Final admission (one and a half years later): 
The patient was followed in the out-patient de- 
partment and was given the usual course of in- 
tramuscular treatment with a standard commer- 
cial liver extract. Roentgenologic examina- 
tion of the upper gastrointestinal tract was nega- 
tive on two occasions. The red-cell count rang- 
ed between 3,000,000 and 4,400,000, until a few 
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months before re-entry, when it slowly fell to 
2,400,000 despite maintenance of regular liver 
extract. One week before re-entry, the patient 
became quite weak and drowsy, and yet was 
unable to sleep. He also developed increasing 
dyspnea on exertion, anorexia and nausea, and 
complained of a “brown taste” in his mouth. 

On re-examination, he appeared pale, but 
well nourished. There was frequent stuttering, 
and nervous twitching. The lungs seemed em- 
physematous, with fine inspiratory rales at the 
right base posteriorly. The heart was of normal 
size, with a loud systolic murmur over the pre- 
cordium. The veins over the upper thorax were 
dilated. There was pitting edema of the legs. 
The abdomen appeared as before. The reflexes 
were hyperactive, with a questionable Chvostek 
sign. Vibration sense was slightly diminished 
in the lower extremities. 

The temperature was $8 degrees F., the pulse 
75, and the respirations 25. The blood pres- 
sure was 190 systolic, 90 diastolic. 

Examination of the blood showed a white-celi 
count of 9200 with 67 per cent polymorphonu- 
clears, and a red-cell count oi 2,940,000 with 8 
gm. hemoglobin, 28 per cent cell volume, a 
color index of 0.78, 0 per cent reticulocytes, and 
numerous macrocytes. The nonprotein nitio- 
gen was 138 mg. per 100 cc. 

Examination of the urine showed a four plus 
test for albumin and a sediment with 10 red 
cells, 2 or 3 white cells and a few finely granular 
casts per high-power field. 

A roentgenogram of the chest showed a pic- 
ture consistent with pulmonary edema on the 
right side. 

The patient received supportive treatment, but 
failed rapidly. On the third hospital day, the 
temperature rose to 101 degrees F., the pulse 
to 102 and the respirations to 35. The patient 
expired, apparently in uremia. 


DR. JAMES FILLMORE 

At the outset of this week’s discussion I was 
inclined to believe this seventy-six year old man 
had pernicious anemia for which he was treated 
intermittently over a veriod of three years. 
However, there was. no doubt a considerable 
question concerning the diagnosis. He had re- 
peated studies including x-ray studies of the 
G.I. tract. He was given six “therapeutic trials” 
which suggested doubt in the minds of those 
attending this patient during his entire period 
of observation. It seemed the most likely diag- 
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nosis was pernicious anemia and it was so 
strongly thought to be such that these six suc- 
cessive experimental liver extract. fractions were 
given over a period of three months. I sup- 
pose this means therapeutic tests for pernicious 
anemia. I believe that 1t would be well to re- 
view what the therapeutic tests entail. Some 
patients, in the early stage of the disorder, fa.l 
to present all of the usual manifestations of per- 
nicious anemia and since it is of the most im- 
portance to initiate treatment early in order to 
prevent, in a doubtful case, the development of 
irreparable damage to the nervous system, a 
therapeutic test is done. In this case the com- 
mon procedure is to examine the blood daily 
for three or four days paying particular atten- 
tion to the number of 1eticulocytes. If these 
remain at a relatively constant level fifty USP 
units of injectable liver extract or fifty micro- 
grams of vitamin B-12 are administered on the 
fourth or fifth day in a single intramuscular in- 
jection or ten USP units of liver extract or ten 
micrograms of Vitamin B-12 may be injected 
daily for five days as an alternative procedure. 
The reticulocytes are carefully enumerated daily 
and complete blood values obtained every other 
day for a period of ten days. Barring compli- 
cations such as azotemia of a severe degree or 
marked febrile sepsis, patients with true perni- 
cious anemia whose initial red blood cell level 
is 3.5 million or lower will show a characteristic 
reticulocyte and red blvod cell response. The 
reticulocytes begin to rise between 48 and 36 
hours. after the initiation of treatment. They 
reach a peak on the fifth to tenth day and then 
subside slowly to a low level during the second 
or third week. At the height of the reticulocyte 
response the red cells and hemoglobin commence 
to rise and continue to do so steadily until nor- 
mal values are established. The rate of rise of 
the red cells and the hemoglobin is dependent 
on the initial red cell values. The absence of a 
characteristic response uf the reticulocytes and 
red cells in an anemic patient is almost certain 
evidence barring the complications mentioned 
above that the patient does not have pernicious 
anemia. It is of course of paramount impor- 
tance that no other form of treatment for anemia 
be administered while the therapeutic trials of 
liver extract is under way. Our patient was 


given six successive experimental liver extract 
fractions in a three months period at the end of 
which time there was a total red count of 2,900,- 
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000 with 71 per cent hemoglobin and 1.8 per cent 
reticulocytes. The normal value for reticu- 
locytes ranges from .5 to 1.5 per cent. It is ap- 
parent that this patient failed to respond to a 
therapeutic test, as it was repeated, as stated, six 
different times. I feel that this is the first valu- 
able point against this man’s having pernicious 
anemia. Another point which I believe is against 
pernicious anemia is the failure of this man ove: 
his period of observation to have shown prog- 
ressive neurological changes as I would expect 
in a patient who did not respond, as far as his 
anemia was concerned, to adequate therapy. The 
vibration sense and position sense, on this man’s 
first admission, were present but diminished in 
the feet and now three years later it is reported 
that the vibration sense was oily slightly dimin- 
ished in the lower extremities. I Would expect 
the neurological symptoms to become more 
exaggerated and progressive than is shown in 
this case if this were a case of pernicious anemia 
which had simply failed to respond to medical 
therapy. By this time I would think there should 
be more weakness, numbness and tingling in the 
extremities, difficulty in walking and distur- 
bances in co-ordination and gait. The usual 
physical signs in order of frequency are impaired 
vibratory sensation, ataxia, a positive Romberg 
sign, disturbed position sense, plantar extensor 
response, spasticity, diminished reflexes, increas- 
ed reflexes, disturbed cutaneous instability and 
sphincter disturbances. The majority of these 
were not complained of by our patient. The re- 
port of the stomach content on the patient’s 
first admission showed no free acid after hista- 
mine; however there was no further report made 
during his second and third admissions to the 
hospital. Gastric anacidity is demonstrable in 
at least 99 per cent of the patients with the 
classical pernicious anemia. It has been main- 
tained that the presence of free hydrochloric acid 
in the gastric secretion is clear evidence against 
the diagnosis of pernicious anemia, but there are 
other conditions in which anacidity is not un- 
commonly seen. About three per cent of per- 
fectly healthy adults have no free hydrochloric 
acid in their contents, apparently as a normal 
idiosyncrasy. Carcinoma of the stomach and 
pernicious anemia are the two common diseases 
in which free hydrochloric acid is not found but 


in cases of cachexia of any kind, cirrhosis of the 
liver or heart diseases with failing compensa- 
tion there may also be an absence of hydrochloric 
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acid. I think that a single report of absence of 
hydrochloric acid should be interpreted with 
some care (and not all in the favor of per- 
nicious anemia). The absence of glossitis is still 
another point against pernicious anemia. It was 
reported that our patient’s tongue was neither 
smooth nor red and no mention was made of 
any complaint to that effect by this man. 

I should say with the absence of glossitis, or 
other significant gastroiutestinal symptoms and 
the absence of neural manifestations involving 
the posterior or lateral columas—a macrocytic 
anemia which did not respond to anti pernicious 
anemia treatment it is possible this man did 
not have pernicious anemia. 

Now after taking most of my time tearing 
down the evident diagnosis what could this 
man have had? 

There is one quite rare problem which I would 
like to mention briefly, because of the mention 
in the case history of the finger nails which 
were flat—with longitudinal ridges—in this pa- 
tient who had a macrocytic anemia and an ill 
defined gastrointestinal complaint of anorexia 
and nausea and of a “brown taste” in his mouth. 
I would like to suggest a possible Plummer- 
Vinson Syndrome (dysphagia; hypochromic ane- 
mia, glossitis, anacidity, splenomegaly as may be 
the case in any long standing anemia, and 
changes in the finger nails). However, the ma- 
jority of these cases show remissions to proper 
nutrition and iron therapy. 

Another interesting laboratory report is that 
of the urine. On his second admission at the 
age of seventy-five he had 1 plus albumin, 200 
RBC per high power field and a culture of 
staph. albus. Two later urine reports revealed 
RBC of a lesser amount in the urine. The 
final urinalysis on his admission showed a 4 
plus albumin with few RBC and WBC and a 
few granular casts per high power field. It is 
likely this patient had at least microscopic 
amounts of blood in the urine from his first 
reported urinalysis to this last admission. His 
blood pressure at the time of his first admission 
was 145/80 and at the time of his last admis- 
sion the blood pressure was recorded as 190/90. 

One may hesitate to make a diagnosis of 
chronic glomerulonephritis with such a scanty 
urine study and without a single report of spe- 
cific gravity. However, the continued albumin- 
uria, 4 plus on last admission, the varying degrees 
of microscopic hematuria, and the pitting edema 
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of the legs along with the hypertension makes a 
diagnosis of glomeruulonephritis a good possi- 
bility. As was stated earlier, in spite of treat- 
ment for his anemia, he developed a terminal 
blood picture of 2.94 million RBC, 8 gm. hemo- 
flobin with a color index ot 0.78 and many 
macrocytes. This blood picture is now one of 
hypochromic anemia and the usual for hemo- 
globin formation, which in this case was prob- 
ably due to a chronic hematuria which we know 
he had as far back as three years before his 
death. 

The terminal event in this old German-Amer- 
ican store keeper was the development of a 
uremia which I should say was the cause of 
death. 

MY DIAGNOSIS 

1. Uremia. 

2. Chronic Glomerulonephritis with iron de- 
ficiency anemia from chronic blood loss. 

3. Pernicious anemia? 

W. WARNER WATKINS, M.D.: 

This case record has some conflicting state- 
ments which need to be reconciled. Chronolog- 
ically, the history starts two and a half years 
back when this septuagenarian had a tumor of 
the left breast removed. Biopsy had indicated 
this to be a chronic cystic mastitis, but we have 
no information about the final pathological re- 
port. However, we must take the facts as pre- 
sented and assume that this was a benign con- 
dition and not significantly related to the sub- 
sequent developments. A blood examination, 
presumably made in connection with his hospi- 
talization, showed 2,600,000 red cells and 65% 
hemoglobin, giving a coior index of 1.25. The 
failure to follow up this finding is what makes 
me think this was a routine entrance examina- 
tion to a hospital, because the doctors in charge 
of patients usually pay too little attention to 
these. At all events the surgeon was so en- 
grossed in removing this eld man’s breast, where 
biopsy had disclosed a benign lesion which one 
x-ray treatment probably would have cured, that 
he completely overlooked the much more serious 
blood disease which the routine hospital exam- 
ination had uncovered. This is probably as good 
a place as any to indicate what should have 
been the further procedure at this point. Faced 
with the disclosure of such an anemia, a com- 
plete blood survey is called for, and the mini- 
mum requirements of this would include the 
following six laboratory examinations:— 
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1. Red cell count.—which they already had 
secured. 

2. Hemoglobin determination, which had been 
done,—and calculation ot color index, which I 
have done for them. 

3. White cell count. 

4. Study of stained smears, for (a) differential 
count of white cells, (b) observation of size, 
shape and color condition of red cells, (c) 
reticulocyte count. 

5. Hematocrit reading of cell volume. 

6. Calculation of cell volume index. 

A more thorough study would add,— 

7. Platelet count. 

8. Icterus index. 

9. Determination of diameter of red cells. 

10 Coagulation and bleeding times. 

Other tests would be required in differential 
diagnosis, such as the blood chemical factors, 
liver function tests, and so forth. However, the 
first six mentioned would be immediately de- 
manded by this first blood count,—to classify the 
anemia. 

But they neglected the old man and duriag 
the next two years, while he was enjoying this 


good health he was said to have been in, he 
lost thirty pounds, got paler and weaker, finally 
reaching the stage of dyspnea, which brought 


him to the hospital a second time. Now they 
gave plenty of attention to his blood picture. 
The facts enumerated would seem to warrant 
a deductive analysis of what seems to be an 
obvious blood condition, rather than the usual 
inductive accumulation of facts, until we have 
enough for a diagnostic conclusion. Deductive 
reasoning can be a risky approach to a diag- 
nosis, too much resembling Dr. Willard Smith’s 
“diagnosis by hunch,” or the feminine approach 
by way of intuition. However, some cases are 
susceptible to that technic, and this seems to be 
one of them. In deductive analysis, we start 
with a provisional diagnosis which included 
several criteria or characteristics. The basis 
from which we start in this case is a provisional 
diagnosis of Addisonian Pernicious Anemia. 
What justification do we have for starting with 
this provisional diagnosis and proceeding de- 
ductively? 

Some sheets have been supplied, showing 
several different approaches to the problem of 
classifying the anemias. You are asked to reter 
to them because my time will not permit read- 
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ing them, but only to call attention to two or 
three pertinent points. 

Note the terms used in the classifications based 
on the number of red ceils, their size and hemo- 
globin content. Note that there are twenty 
seven possible combinations of blood pictures. 
However, the usual classifications are based on 
cell size and cell content of hemoglobin, giving 
six possible combinations, as shown on these 
separate sheets. Of these six possible classifica- 
tions, the only one which corresponds to the 
blood picture of our patient is the one num- 
bered III under Haden’s Classification. viz., 
Macrocytic and Hyperchromic. Then, in the 
“Classification Based on Size of Red Cell and 
Cell Content of Hemoglebin,” as used by Win- 
trobe and others, the diseases which are asso- 
ciated with Macrocytic Hyperchromic blood pic- 
ture are listed. Out of that list of fifteen, three 
only seem to warrant consideration. These are 
diffuse liver disease, and cancer of stomach or 
intestine, in addition to pernicious anemia. Dif- 
tuse liver disease was in the minds of the doc- 
tors studying this patient, because .they per- 
formed several liver function tests, all of which 
gave normal or negative results. They were 
also carefully looking for possible stomach or 
bowel cancer, with three x-ray examinations, all 
of which were negative. This leaves us with 
pernicious anemia as the only possible condi- 
tion, on the basis of facts given, associated with 
2 macrocytic hyperchromic anemia. That cer- 
tainly justifies a deductive analysis of the symp- 
toms and laboratory findings, on the basis of this 
presumptive diagnosis. 

The basic characteristics of pernicious anemia 
into which we must fit the facts disclosed by 
history, physical examination and laboratory find- 
ings,—are the following:— : 

Pernicious anemia is a chronic anemia char- 
acterized by five groups of abnormalities. 

1. There is abnormal blood formation asso- 
ciated with (a) Reduction in red cells. Our 
patient has low red counts consistent for per- 
nicious anemia. (b) A reduction in hemoglobin 
but to a lesser degree than the red cells, giving 
a color index above 1. Our patient had this, 
his color index being 1.28 according to the 
record, though I figured it 1.18. (c) A reduced 
cell volume. Our patient’s cell volume was 
20.7, as compared with a normal of 45. (d) An 
increased cell volume index. Our patient’s index 
is stated to be 1.28, I figured it 1.3,—as com- 
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pared with a normal of 1. (e) Macrocytosis 
and hyperchromia of red cells. Our patient has 
both. (f) Leukopenia at the expense of the 
polymorphs. Our patients white count is 4400 
with only 36% polymorphs. (g) A low reticu- 
locyte percentage. Our patient's count was 
0.6%, as compared with a normal of from 0.5 to 
1.0,—or at the low limit cf normal. 


As result of these blood changes, a patient 
with pernicious anemia develops pallor, weak- 
ness and shortness of breath,—all of which our 
patient had. 

2. There are gastro-intestinal disturbances in 
pernicious anemia,—chiet among which are glos- 
sitis and achlorhydria. Our patient had absent 
HCl, but not the glossitis. However, this latter 
symptom is not essential for a diagnosis of per- 
nicious anemia, while achlorhydria is. 

3. Nervous system involvement manifested by 
tingling sensations in the extremities, loss of 
vibratory sense and lack of coordination. Our 
patient’s vibratory perception and sense of posi- 
tion were diminished in the feet. 

4. Degenerative changes in liver and kid- 
neys frequently accompany pernicious anemia, 
but may be late developments. In our patient, 
the liver tests were normal, but there were 
urinary abnormalities suggesting nephritis, ter- 
minating in uremia. 

5. Response to liver medication should be 
definite in pernicious anemia. Our patient re- 
sponded, but the blood improvement is said to 
have been minimal. The figures given are for 
tests made at the end of three months’ medica- 
tion, and may not reflect the therapeutic test 
improvement which should be looked for earlier, 
even as early as two weeks after starting speci- 
fic medication. The reticujocyte percentage 
should go up to at least 10%, and it reached 
only 1.8%, or if it did go up earlier and dropped 
back to 1.8, we do not know this. He is said 
to have gotten stronger under treatment until 
the final episodes. 

All the later facts in this case suggest the 
development of liver or kidney disease or both, 
clouding the blood picture in the final examina- 
tions,—_toward the type associated with nephritis 
and uremia. We do not have enough data to 
differentiate between liver disease and kidney 
disease in the final days of life, but the evi- 
dence points to kidney rather than liver. A 
completely dark horse in this whole situation 
would be some such condition as myeloma which 
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is among the fifteen diseases associated with 
macrocytic hyperchromic anemia. We have no 
other suggestion of myeloma anywhere, and 
cannot give it serious consideration on the basis 
of facts presented. 

Therefore, whatever data we study in our 
deductive analysis, we find consistence and 
confirmation of the presumptive diagnosis oi 
pernicious anemia. Should this prove not to 
be the case, it will be against all reason, all 
clinical evidence, all laboratory evidence, and 
anything else will be a pathological curiosity 
which should not militate against the sound- 
ness of any reasoning, nor even the accuracy of 
my diagnosis. 

Diagnosis: Pernicious anemia. Nephrosis & 
Uremia. 

DIFFERENTIAL DIAGNOSIS 

Dr. Wyman Richardson: If there were any 
surgical brethren here, I should have asked them 
if it is customary to discharge patients with 
severe anemia without doing anything about it. 
I do not see anyone here to ask about that 
problem. Certainly, a man with a red-cell 
count of 2,600,000 requires a little thought con- 
cerning the cause of that anemia. 

I might add that the mean cell volume figures 
out at 108 cubic microns, macrocytic by measure- 
ment and macrocytic by observations, as it says 
in the next sentence, “The red cells showed 
macrocytosis.” 

There is nothing in the story of the first admis- 
sion to suggest any diagnosis but pernicious 
enemia. The original symptoms, those of weak- 
ness, dyspnea and a sense of pressure in the 
chest, could well have been due to anemia 
alone, although we must remember that they 
could also have been caused by some degree of 
coronary disease or coronary occlusion. 

The physical examination is perfectly consis- 
tent with a diagnosis ot pernicious anemia, al- 
though there is nothing particularly corrob- 
orative about it. The flat fingernails with longi- 
tudinal ridges may not be of significance. They 
may indicate a nutritional deficiency in a rather 
elderly man. The fact that the vibration sense 
was present does not rule out the diagnosis of 
pernicious anemia. Diminished vibration sense 
in elderly people is of no diagnostic significance. 
In fact, it is difficult to use the vibration sense 
as a criterion of disease m such patients. The 
blood picture shows a macrycytic anemia, al- 
though not very highly macrucytic by count, if 
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the counts are correct. ‘the color index is high, 
higher than the mean cell volume indicates, 
and suggests that one of these two figures is 
incorrect. I think we can take it that the 
patient had a macrocytic anemia. 

In an attempt to explain the urinary findings, 
an x-ray examination with imtravenous pyelo- 
gram done. . 

I am assuming that this patient had perni- 
cious anemia, in addition to something involv- 
mg the genitourinary tract that resulted in hema- 
turia. 

Have we any of the x-ray films? 

Dr. Tracy B. Mallory: Yes; we have a film, 
but no radiologist is here to interpret it. 

Dr. Richardson: I must confess that I cannot 
make much out of it. I can see filling on one 
side but not on the other I shall not say any- 
thing more about it, but hope that one of the 
experts will be here before I have finished. 

Another thing in the record that I think it fair 
to. ask for and discuss is the specific gravities ot 
the urine on the occasions when it was exam- 
ined. 

Dr. J. H. Means: I find one specific gravity of 
1.022 on the first admission and at the second 


admission, it ranged from 1.020 to 1.022. 


Dr. Richardson: It is of some importance and 
some interest that the specific gravity was 1.022 
at the first admission. 

The question of the ciagnosis of pernicious 
anemia depends somewhat on the terminology. 
If one accepts as a criterion for the diagnosis 
the fact that anemia is subsequently relieved by 
liver extract, one has a rather broad group of 
cases that can be called pernicious anemia. The 
diagnosis of pernicious anemia may be limited 
to a group that is due purely to some possibly 
congenital defect of the gastric mucosa resulting 
in a deficient secretion of gastric juice—so- 
called “idiopathic” or “‘agnogenic” Addisonian 
pernicious anemia. Furthermore, one must con- 
sider a characteristic group of pernicious-anemia 
like cases relieved by iiver extract that are 
due to secondary disease elsewhere. As we go 
on in this case, however, if we assume that it is 
pernicious anemia, there is nothing to suggest 
any underlying disease that might produce per- 
nicious anemia in a secondary manner. 

“The patient was followed in the Out Patient 
Department and was given the usual course of 
intramuscular treatment.” The usual course of 
intramuscular treatment was not the correct 
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one. If the total red-ceil count could not be 
maintained at a level of 5,000,000, he should 
have had an unusual course of treatment in- 
volving much large amounts of liver. Neverthe- 
less, there was an apparent definite response, 
which suuggests that the diagnosis of pernicious 
anemia may well have been correct. 

“The veins over the costal margins and upper 
thorax appeared quite prominent.” I think that 
is a red herring and I shail say no more about it. 

On the second entry, the quality of the anemia 
changed from a definitely macrocytic to a prob- 
ably microcytic one, and also probably slightly 
hypochromic. This man had pernicious anemia, 
and was thoroughly treated. It is a fairly safe 
diagnosis for me to make because I di not believe 
that Dr. Mallory can check me up on it. If the 
patient had pernicious anemia that was not 
thoroughly treated, he can check me on it, but 
I do not see how I can lose either way. If he 
says that the anemia was due to some other 
disease, I shall counter that by saying that the 
change in the anemia may have been due to some 
other disease. 


I want to mention the cystic mastitis and raise 
the question whether the patient had carcinoma 
of the breast, with widespread metastases and 
some involvement of the urinary tract. That 
seems a wild guess to make. There is no sug- 
gestion of bone-marrow replacement from the 
appearance of the smear, by x-ray study or by 
symptoms. The first thing I considered as a 
cause of the urinary findings and uremia was 
urinary obstruction. Did the patient have an 
enlarged prostate, with simple retention and 
‘uremia from retention? The rectal examination, 
I assume, was negative, and there was no evi- 
dence of bladder enlargement; it seems unlikely 
that that could have been the cause of the 
anemia. With pernicious anemia, one must 
think, of course, of cord bladder, but there is 
no suggestion of cord involvement and I think 
we should rule that out. If there was obstruc- 
tion, it must have been ureteral and due to 
tumor. That seems a rather farfetched idea to 
me. The commonest cause of recurring hema- 
turia in an elderly patient with fairly normal 
specific gravity is some vascular disturbance in 
the kidney, either repeated embolus to the kid- 
ney or nephrosclerosis of the kidney. What 
seems to me most probable is that this patient 
had rather marked generalized arteriosclerosis, 
which involved the kidneys more than other 
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organs, and that the renal findings were due to 
a torm of nephrosclerosis. It also seems prob- 
able that there was involvement of the coronary 
vessels, but not very marked. 

One other possibility is that this patient de- 
veloped pericarditis. Frequently, Dr. Mallory 
finds acute pericarditis that has not been sus- 
pected by the clinicians The facts that this 
man’s temperature rose rapidly and that he 
died so quickly suggest that there may have 
been something superimposed, and one could 
bring up the question of pericarditis. I see 
nothing to suggest it definitely. 

I have left out one disease that one should 
always think of in the presence of anemia and 
uremia—plasma-cell myeloma. I considered this 
very strongly, but the urinary findings do not 
seem consistent with nephrosis. They were not 
those of the plugged-tubule type of renal failure, 
since there was too mucn hematuria. Also, the 
type of anemia was not that usually seen with 
bone-marrow encroachment by neoplasm in that 
there was not enough evidence of immature red 
cells or of active bone-marrow regeneration, so 
that I rule out myeloma on these two counts. 


That leaves me with the diagnosis of per- 
nicious anemia, which was probably: not a fac- 
tor in the patient’s death, and generalized arter- 
iosclerosis, more marked in the kidneys, and re- 
sulting in nephrosclerosis, uremia and death. 


Dr. Jacob Lerman: I wondered about the 
unilateral pulmonary edema, and wondered 
whether I should have dismissed the question 
that this breast condition was a carcinoma after 
all. ; ' 
May I see the x-ray film again? I did not 
visualize any picture such as that. -[t makes 
me feel badly. 

Dr. Mallory: Dr. Richard Schatzki and Dr. 
A. Thornton Scott, a couple of years ago, noted 
focal pulmonary edema quite similar to this in a 
number of patients with nephritis and usually 
with uremia 

Dr. Alfred Kranes: Dr. M. C. Sussman has 
also collected an interesting group of cases ot 
unilateral edema and of one-lobe pulmonary 
edema in heart failure; these cases presented the 
most striking pictures that I have seen 

Dr. Richardson: One of my rules is not to 
change my mind at the last moment. I am not 
going to now. 

Dr. Mallory: Dr Means, have you anything 
to add? 
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Dr. Means: We made clinically about the 
same diagnosis that Dr. Richardson did. I 
think there is no more to be said about that. 

I am interested in the x-ray picture. I was 
thinking of Dr. Schatzki and Dr. Scott’s observa- 
tions and also the demonstration that Dr. Frank 
Fremont-Smith made a number of years ago 
that edema in general is closely related to body 
position. It would be interesting to take pic- 
tures of such patients, having them lie for a 
while first on one side and later on the other to 
see if the picture changed. It is a new concept 
to find edema in the middle of the lung fieid, 
and it may be because the patients are lying 
down, and hence this area may be the dependent 
portion. 

Dr. Mallory: 
moment. 

Dr. Lerman: This patient had a hematuria of 
200 red cells in the first sediment. That seems 
to be a good deal for mere vascular disease of 
the kidney. I am rather inclined to some malig- 
nant process in the bladder or in the kidney 
itself. 

Dr. Richardson: I think that hematuria oc- 
curs either with embolism or with vascular dis- 
ease. I certainly have seen it. 

CLINICAL DIAGNOSIS 

Pernicious anemia. 

Uremia. 

Pulmonary edema. 

DR. RICHARDSON’S DIAGNOSIS 

Pernicious anemia. 

Nephrosclerosis, with uremia 

ANATOMICAL DIAGNOSIS 

Subacute glomerulonephritis. 

(Pernicious anemia. ) 

Focal pulmonary hemorrhage. 
Bronchiectasis, right middle lobe. 
Arteriosclerosis, moderate, aortic an dcoronary. 
Hypertrophy of the heart. 
Operative scar; left mastectomy. 
Inguinal hernias, bilateral. 

PATHOLOGICAL DISCUSSION 

Dr. Mallory: The autopsy showed primary 
disease of the kidneys, which weighed 275 gm. 
and were rather pale. ‘The surfaces were still 
fairly smooth, with beginning granulation. The 
microscopic examination showed a subacute or 
very early chronic glomerulonephritis. How long 
the patient had it, it would be difficult to esti- 
mate on histologic grounds alone; I should think 
that it was not over a period of two years. It 


I shall disagree with that in a 
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developed some time between the mastectomy 
and either the first or the second subsequent 
admission. Whether he had it at the first re- 
enry, I cannot be sure. 

The heart was slightly hypertrophied. The 
coronary arteries showed atheroma, but no point 
of occlusion. The lungs showed focal bron- 
chiectasis and also a lesion that we have seen 
a number of times in nephritis and to my eye 1s 
indistinguishable from what we occasionally see 
in cases of acute rheumatic fever. It has been 
described clinically as pulmonary edema, but 
under the microscope it is predominantly pul- 
monary hemorrhage. There are almost always 
foci of organization by connective tissue, which 
are usually found in the respiratory bronchioles. 
Many of these cases could be and, I believe, 
sometimes have been described as bronchiolitis 
obliterans. It is certainly not pulmonary edema 
such as one sees in the average cardiac patient. 
The alveoli are full of red cells; there is a 
moderate amount of fibrinoid material, usually 
at the periphery. Usualiy, there are no leuko- 
cytes. To my eye, it is as yet indistinguishable 
from what has been described as rheumatic 
pneumonia. 


The bone marrow is the only thing that could 
possibly suubstantiate or deny Dr. Richardson’s 


diagnosis of pernicious anemia. I do not con- 
sider it very conclusive. It was rather more 
hyperplastic than the marrow of chronic nephri- 
tis usually is, with a distinctly greater degree 
of proliferation of the red cells than is seen 
in the average case of nephritis, not a clearcut 
picture of pernicious anemia. On the other 
hand, the alterations from what one ordinarily 
meets in chronic nephritis were definitely in the 
direction of pernicious anemia. Consequently, 
I am inclined to think it did show some effect 
of that disease as well. 

Dr. Means: Are you suggesting that the find- 
ings that Dr. Schatzke and Dr. Scott described 
as edema were not edema? 

Dr. Mallory: Yes. 

Dr. Means: That is ail right then. You can 
fight that out with Dr. Schatzki and Dr. Scott. 


WARNING!!! 


LAW REQUIRES SEROLOGICAL TEST FOR 
SYPHILIS 

Many states have laws or regulations which 
require that each physician or midwife who has 
the responsibility for attending a pregnant 
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woman must submit a sample of the patient’s 
blood to the laboratory to be examined for 
serologic evidence of syphilis. These wise and 
beneficial laws or regulations have resulted in 
the discovery of many cases of unsuspected 
syphilis. These discoveries, m turn, have led 
to treatment of the mother and prevention of 
disease transmission to the child in utero since 
it is well known that any child born with such 
an infection is a candidate for mental deficien- 
cies, blindness, physical deformities and prema- 
ture death. 

The State of Arizona has such a law which 
is very specific and obligatory on the part of 
the physician. In the Arizona Code 1939, Chap- 
ter 68, Public Health, Article 6, Vital Statistics, 
Section 68-622 Prenatal Examinations, we quote 
the following: 

“(a) Any physician attending a pregnant 
woman for conditions relating to her preg- 
nancy shall, during the period of gestation, or 
at delivery, at the time of first examination, 
take or cause to be taken a sample of the 
blood of such woman, and shall submit the 
same to an approved laboratory for a stan- 
dard serologicai test for syphilis . 

“(b) For the purpose of this act ‘standard 
serological test’ means a test for syphilis ap- 
proved by the state board cf health, made at 
a laboratory approved by the board to make 
such tests. Any laboratory test required by 
this act shall be made by the state laboratory 
without charge.” 

Section 68-623 states: 

“Whenever a birth or stillbirth is reported, 
the attending physician or other person requir- 
ed to make a report of the birth shall state on 
the certificate whether a blood test for syp- 
hilis was made upon a specimen of blood 
taken from the woman who bore the child and 
the approximate date when the specimen was 
taken.” 

A review and statistical study of birth records 
for the past three months (August to November) 
emphasizes the fact that many physicians either 
are not cognizant of the regulation or are negli- 
gent. This study revealed that over eighty (80) 
deliveries, attended by fifty (50) physicians, 
occurred wherein the birih certificate stated that 
a serological test for syphilis was not done. 

During 1950 of a total of 18,304 hospital births 
where it is assumed a doctor was the attendant, 
309 or 1.7% of the cases had no serological test. 
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Of a total of 1188 non-hospital births attended 
by a physician, 241 or 20% ot the cases had no 
serological test. Thus, one sees that the problem 
is serious and cannot be overemphasized. It is 
hoped that by alerting the physician to the ser- 
iousness of the problem and the obligation to 
which he must subscribe, the situation will 
reverse itself and all physician-attended preg- 
nant women will have a serological test for 
syphilis as the regulation specifies. 


REGULATION FOR PREVENTION OF 
OPHTHALMIA NEONATORUM 

Again, through laxity or just simple ignorance 
of the statute, a similar situation exists in the 
procedure for prevention of Ophthalmia Neona- 
torum. Regulation No. 11 of “Rules and Regula- 
tions for the Control of Communicable Diseases 
of the Arizona State Department of Health” 
states: 


“For the prevention of gonorrheal ophthal- 
mia, the physician or person attending the 
birth of a child shall drop two (2) drops of 
one (1) percent aqueous solution of silver 
nitrate into the eyes of the baby immediateiy 
after birth.” 

Because of this regulation and its specificity, 
the Arizona Department of Health must main- 
tain a firm policy which, in turn, becomes obli- 
gatory on the physician to accept only silver 
nitrate as an effective agent, in the prophlaxis 
of ophthalmia neonatorum. Silver nitrate is an 
effective, time proven agent; it is safe to use, 
requires but a single appiication and, in the wax 
ampule container, is a very stable agent. 


It is pertinent to call io the attention of the 
profession that in the enactment of laws, rules 
and regulations concerning public health in the 
State of Arizona provisions were made for penai- 
ties which may be imposed when violations of 
the law and regulations of health board occur. 
These penalties may be severe, and, in the case 
of a physician, may lead to revocation of license 
to practice his profession. 


Copies of “Arizona Public Health Laws” and 
“Rules and Regulations for the Controi of Com- 
municable Diseases” are available at the offices 
of the State Department of Health. It is highiy 
desirable and urged that the physicians in this 
state acquaint themselves with this service and 
request copies of these pamphlets which cover 
not only the above stated laws and regulations 
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but also others that a physician should familiarize 


himself with. 


Editors Note: The Professional Board of your Association in a 
meeting held in Phoenix, Arizona, October 21, 1951, followin: 
consideration of these matters and m support of the Maternal 
Child Health Division of the State Department of Health, di- 
rected publication of this article for the enlightenment of the 

dical professi and bers of the Hospital Association, 
urging strict compliance with these requirements. 





IS THERE A SHORTAGE OF 
PHYSICIANS? 


(A.M.A. pamphlet: “Facts on Medical Education 
and Doctor Supply in the U. S.) 


This is a difficult question to answer flatly, 
because it depends on one’s definition of a 
shortage, and it must be answered realisticaliy. 


For the person who can’t locate a physician 
when he wants one, there is a shortage. For the 
rural community that needs a physician to re- 
place its aging doctor, and can’t attract one, there 
is a shortage. For the VA hospital that is 
understaffed, there is a slkortage. There will al 
ways be a shortage of goud doctors, just as there 
are always too few good physicists, good engin- 
eers, good teachers, good presidential material, 
etc. 


BUT DOES THIS MEAN THAT THERE IS 
AN OVERALL NATIONAL SHORTAGE? Let’s 
look at the facts. 


The U. S. today has a higher physician-popu- 
lation ration than any large country. 


Only Israel, where the influx of refugee physi- 
cians has created an abnormal situation, has a 
higher ratio. 


Physicians’ fees have risen only 38% since 
1935-39 while the overall cost of living has risen 
69%. This would not indicate that medical care 
is a scarce commodity. 


Perhaps the best indication that there is no 
shortage of physicians is provided by a look 
at the general health uidices of our country 
for the past half century. Life expeciancy, for 
example, has jumped from 49 years in 1900 to 
67 years for men and 69 years for women in 
1950. Every other statistical measure of the na- 
tion’s health shows steady improvement. While 
physicians obviously are not solely responsible 
for this record, it is reasonable to assume thal 
such remarkable progress would not have been 
possible had there been a shortage of the chief 
deliverers of medical care—the physicians.” 
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VA REDEFINES RULES ON DOMICILIARY CARE AND 


INSURANCE RECOVERY: 


Veterans Administration regulations, revised to conform with new laws, 
also redefine procedures for recovering medical care costs from insurance 
companies and for the first time set a dollar-and-cents standard for deter- 
mining when a veteran has “no adequate means of support.” The new 
regulations, printed in the Federal Register of November 30, include: 


1. When a non-service connected case applies for free domiciliary (not 
hospital) care, claiming “no adequate means of support,” an income of 
$125 per month is the cutoff point for a man with no dependents. If in- 
come is under that, he is eligible; if above, he is not However, if the pa- 
tient is contributing in whole or in part to the support of a wife, child, 
mother or father, the $125 limitation does not apply. 


Rules governing non-service connected admissions to VA hospitals 
remain virtually unchanged. The veteran still must affirm he is 
unable to pay for hospitalization, and VA still may not investigate 
beyond the statement. 


2. VA reaffirms its intention to recover money from obligated third par- 
ties for medical care rendered to veterans. This long-standing policy has 
been enforced with varying success. It is aimed at collecting from health 
and hospital insurance companies, from union welfare funds, from public 
and private compensation funds, from legally liable persons (as in accident 
cases) and from other federal departments. 


) 


On this point, the regulation states that veterans “who it believed may 
be entitled to hospital care or medical or surgical treatment or reimburse- 
ment for all or part of the cost, by reason of statutory, contracted or other 
relationships with third parties . . . will not be furnished hospital treat- 
ment without charge .. . to the extent of the amount for which third 
parties are liable.” 


The regulations explain in detail how hospital administrators are to pro- 
ceed to make collections from such third parties. 
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CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 

contributions are greatly appreciated. will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
— to fae rong diction, spelling, and punctuation. 

2. ided by the general rules of medical writing as 
follower 7 the JOURNAL OF THE AMERICAN MEDICAL 
a (See MEDICAL WRITING by Morris Fish- 

in.) 

8. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, willing, and happy to help 
in any way possible. 
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YOU ARE THE A. M. A. 
WHAT DO YOU GET FOR YOUR $25? 


Dr. W. W. Bauer, Director of the American 
Medical Association, Bureau of Health Educa- 
tion, recently addressed the members of the 
Maricopa County Medical Society. His timely 
topic, “What Do You Get For Your $25?” I am 
sure was educational and enlightening. To those 


of you unable to attend and others out-of- 
county, effort will be made to relay a brief out- 
line of the substance of his remarks. 

When you sent that check to your local medi- 
cal society, including state dues and, more 1re- 
cently, A.M.A. dues, the thougnt may flash across 
your mind—what am I getting out of this? The 
immediate and obvious answers are that you 
are getting status as a reputable physician ac- 
cepted by your professional colleagues plus rec- 
ognition of your right to mingle with them 
professionally and participate in their discussions 
and work with them for common objectives. You 
are getting a place in a great team of almost 
150,000 members dedicated to “the advancement 
of the science and art of medicine and the 
betterment of the public health.” 

The Judicial Council turnishes a court of last 
resort to decide ethical questions under the 
general policies laid down by the House ot 
Delegates, thus giving the individual physician 
the strength inherent in group support for his 
ethical standards which are often at variance 
with the ideas of less altruistic individuals. 

The evaluation of new drug products thru the 
Council on Pharmacy and Chemistry is a service 
which affects every practicing physician. He 
can make direct use of it by using and encourag- 
ing the use of accepted products, but whether 
he does so or not, the whole level of produc- 
tion and introduction of new drugs is raised by 
the very existence of the Council and the knowl- 
edge among manufacturers that whatever new 
drug product they offer to the profession will 
be closely scrutinized and evaluated without 
fear or favor. In like manner the Council on 
Foods and Nutrition tends to improve the quality 
and regulate the claims jor foods having medic- 
inal significance, while the Council on Physical 
Medicine and Rehabilitation performs a similar 
functon in its field. 

The evaluation of medical schools and hos- 
pitals through the Council on Medical Educa- 
tion and Hospitals is known to every physician. 
So is the work of the Bureau of Legal Medicine 
and Legislation, whose name defines its func- 
tion and whose reports in the Journal and sub- 
sequent assembling in volumes of reports and 
decisions have served physicians for many years. 
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Well known also is the Council on Scientific 
Assembly and the closely related Committee on 
the Scientific Exhibit through which the world’s 
greatest medical meetings are made available to 
physicians twice a year, once in the form of 
the Annual Session, and once on a more regionai 
basis through the Clinical Session, held in mid- 
winter. Of course, the Journal of the American 
Medical Association and the nine specialty jour- 
nals require no introduction to the doctor. When 
he considers his $25 investment, the Journal or 
his alternate choice of one of the special journals 
would in itself fully compensate him, consider- 
ing the prices of other publications and the 
intrinsic value of his own organizational press. 
Everything over and above these can be re- 
garded as extra dividends. 

As a member of the State Journal Advertising 
Bureau, your state medical journal gets con- 
sultation and sales service on advertising con- 
tracts which have made possible large increases 
in revenue and savings in sales costs, and have 
opened the pages of state journals to advertising 
which might otherwise not have been available. 

In these days of high and spiraling prices, 
the A.M.A. must buy materials and services in a 


rising market. Printing materials and office sup- 
plies are increasingly expensive and so are labor 


and clerical costs and travel. It is necessary 1 
such a situation either to curtail services or to 
meet the cost by developing increased income. 
The A.M.A. has nothing to sell to the public and 
therefore cannot increase commodity prices. Its 
only source of income is the advertising revenue 
of its publications and the dues of its members. 
The Association has taken special pride in its 
independence of government funds, foundation 
grants, and other income whose acceptance 
might impair the complete freedom of the Asso- 
ciation to determine its policy and voice its 
opinions. The profession must pay a price ior 
these privileges because, paradoxically enough, 
freedom is not without price. 

To return to the recital of services which are 
tendered you with your membership card, may 
I refer to the Council on Medical Service through 
whose studies, meetings, and liaison activities 
great progress has been made in making better 
medical service available to more people at 
prices which they can afford through hospital, 
surgical and medical insurance, the establish- 
ment of grievance committees and emergency 
call services, community health councils, and in 
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many other ways. The medical profession can 
have no better advantage than public good will 
accruing from its services to patients, not only in 
individual practice but through organized medi- 
cine. In a similar way, the Council on Industrial 
Health has not only heiped to promote health 
and safety in industry but has improved relation- 
ships among employers, physicians and workers 
to the mutual benefit of all. So has the Com- 
mittee on Rural Health, the Committee on Emer- 
gency Medical Service m the event of war or 
disaster, and the Commission on Chronic IIl- 
ness in which the Association is one of four 
major participants. Each of these in its own 
field renders a service to every individual doctor 
when it serves the people and enhances the valuc 
and the prestige of the medical profession as a 
whole. 

The Bureau of Investigation, one of the oldest 
A.M.A. departments, beginning before the turn 
of the century as a column in the Journal en- 
titled “Propaganda for Reform,” continues :ts 
unceasing war on quackery and frauds, though 
its task has been lessened by the heightened 
activities of the Post Office Department, the 
Food and Drug Administration and the Federal 
Trade Commission in these areas. No small 
measure of this government activity is attribul- 
able to the influence of the medical profession.. 
The Bureau of Medical Economic Research has 
combated another kind of quackery practiced 
by the distorters of statistics and the misusers 
of facts and has, in addition, contributed much 
constructive statistical research, establishing such 
new concepts as medical service areas supplant- 
ing the old county unit system, and pointing out 
that medical costs have risen less than generaj 
living costs and that medical efficiency is not 
measured by number of doctors but how much 
and how well doctors can serve their patients; 
these are but a few of the contributions of this 
Bureau. It has also established the growing im- 
portance of accidents in mortality and morbidity 

Hidden away in a corner, although a corner 
of sizable proportions now, is a little-known 
department, the Chemical Laboratory, upon 
which the scientific councils of the Association 
lean heavily in the evaluation of drugs and foods. 

The library of the Association, with its periodi- 
cal leading and clipping service and the book 
reviews and abstracts in the Journal, is well 
known to most physicians. This in itself is a 
service for which commercial organizations col- 
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lect far greater fees than the $25 which the doc- 
tor pays per year for the privilege of calling 
upon the resources provided by the A.M.A. 

Another part of what you get for your $25 
is the Washington Office which has maintained 
in the capital city a dignified, informative chan- 
nel of contact with our national legislators which 
they have appreciated increasingly in the few 
years this office has existed. Much of the m- 
formation about pending legislation affecting the 
public health and the practice of medicine would 
reach the medical profession too late or not at 
all if it were not for the Washington Office. 


In every war situation the medical profession, 
despite adverse publicity, has always fulfilled 
its obligations to the nation. At the present 
time the Council on Emergency Medical Service 
is performing a patriotic duty in procurement ot 
medical officers for the armed forces and at the 
same time maintaining adequate service to the 
civilian population and protecting the legitimate 
interests of doctors. 

In the field of public relations everyone knows 
the determined educational campaign conducted 
by the Association to ward off the threat of 
governmental control in medicine. Much less 
publicized are the public relations values of the 
continuing services rendered by the Association. 
Any and all of the activities already enumerated 
have inevitable repercussions of a favorable 
nature upon the public attitude toward the 
medical profession. Health education is so 
closely related to public relations that the line 
of demarcation is often very hazy and only 
the close cooperation which exists between the 
Department of Public Relations and the Bureau 
of Health Education prevents duplication, over- 
lapping, and unwholesume competition. The 
Public Relations Department handles press and 
magazine relationships. Network and _trans- 
scribed radio and television have been assigned 
to the Bureau of Health Education as well as 
convention coverage in this field for the An- 
nual and Clinical Sessions. The Public Rela- 
tions Department sometimes handles radio and 
television in connection with the meetings held 
by various bureaus and councils such as the 
Annual Congress on Medical Education and 
Licensure, the Congress on Industrial Health, 
the meetings of the Rural Health Committee, 
etc. The electrically transcribed health pro- 
grams of the Association have a very definite 
accessory value in public relations, covering, as 
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they do, 80 per cent of, the nation’s heavily 
populated areas with 11,000 annual broadcasts 
in which 300 to 600 of the country’s AM radio 
stations participate. So also do the occasional 
documentary network programs. The Question 
and Answer correspondence with lay readers 
extends direct personal service to 15,000 inquir- 
ers a year. 

Committee work and advisory services extend- 
ed by many departments to governmental agen- 
cies, voluntary health agencies, cooperating pro- 
fessional groups, educators, business men’s and 
women’s organizations, labor unions, and reli- 
gious organizations all have a two-fold value: 
they give needed help which can come only 
from medical sources, and they make friends 
for the medical profession in ways difficult to 
measure, but no less real for all that. 

The phase of committee, conference, and 
workshop service with which I am most familiar 
is that rendered by the Bureau of Health Edu- 
cation through our medical and educational con 
sultants in school health work. Meeting with 
national and state level groups of doctors, edu- 
cators, and public health workers and through 
national conferences on physicians and schools, 
these consultants offer a two-way channel of 
communication between doctors and educators, 
locating and smoothing points of friction, inter- 
preting professional viewpoints, and coopera- 
tively integrating interprofessional activities. This 
work grew out of one of the earliest of the 
Association’s liaison committees, the Joint Com- 
mittee on Health Problems in Education of the 
National Education Asscciation and the Amer- 
ican Medical Association. Through these con- 
tacts it has been possible for me to serve twice 
on a year-book commission of the American 
Association of School Administrators, the first 
time in 1940-42, to originate the year-book, 
“Health in Schools,” and the second time, this 
year and last, to revise that same book. “Health 
in Schools” is among the most widely distributed 
and popular publications of the National Edu- 
cation Association. It contains nothing that is 
not in full accord with accepted medical prin- 
ciples. Its. companion volume, “Health Educa- 
tion,” first published in 1925 and in its fourth 
edition in 1948, occupies a similar commanding 
position. A third volume devoted to school 
health services as distinguished from health edu- 
cation is in preparation. Pamphlets such as 
“Suggested School Health Policies,” ‘Health Ap- 
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praisal of School Children” and others have been 
influential in establishing policies and procedures 
in relation to school health which improved the 
health of our children without impairing the 
family doctor relationships which we know to 
be fundamental to good medical care. 

Unique in the public field is TODAY's 
HEALTH, the lay magazine sponsored by the 
medical profession. It has been copied by 
closely similar publications in England, Germany 
and Canada; an Australian edition has been pro- 
posed; it is the most widely quoted health maga- 
zine in the world. It offers a channel for health 
education and legitimate public relations which 
is not equaled anywhere because it reaches 
directly a conservatively estimated two million 
readers monthly, not counting uncounted and 
uncountable secondary readers who see it in 
libraries, in schools, and elsewhere. 

This is what you get tor your $25—but wait. 
I should say, this is what you might get for 
your $25 if you only would. How many times 
have you traveled to Chicago without visiting 
A.M.A. headquarters in which you have so heavy 
an investment of interest and of money? How 
often have you referred a knotty problem in 
school health, in medical service, in medical 
economics or in the numerous scientific fields to 
the agency established by your representatives 
and financed by you? Do you put TODAY'S 
HEALTH to work in your office, in schools, li- 
braries and among your friends? On the basis 
of roughly twenty-five major activities at or 
closely related to A.M.A. headquarters they 
cost you each less than one dollar per year 
for direct services and for indirect benefits which 
can hardly be measured or evaluated. 

If you don’t get $25 worth for your mein- 
bership check it may be due in part to the 
fact that you have nevcr fully exercised your 
membership privileges. The resources are there. 
They wait only to be tapped. 


FOUR-GROUP COMMISSION TO 
ACCREDIT HOSPITALS 


The American Medical Association, American 
Hospital Association, American College of Sur- 
geons, and the American College of Physicians 
(with membership ratio of 6-6-3-3, total 18), 
will comprise a Joint Commission for the Ac- 
creditation of Hospitals in the United States 
and possibly Canada. Should the Canadian 
Medical Association participate, it will appoint 
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one representative, and the American Hospital 
Association one other from the Canadian Hos- 
pitals, which would then make a membership 
of 20. Operations are expected to commence 
January 1, 1952. The budget has been tenta- 
tively set at $70,000, not including costs of 
hospital inspection services, the responsibility of 
the individual organizations, to be financed pro- 
portionate to constituent organization represen- 
tation on the Commission. They will formulate 
standards relating to hospital accreditation, es- 
tablish the type and scope of inspections to be 
made under this program, assign responsibility 
for hospital inspections to the several participat- 
ing organizations, and award certificates of accre- 
ditation to qualified hospitals. A physician ex- 
perienced in hospital administration is to be 
appointed as director. 

Presently 3,200 hospitais are approved by the 
American College of Surgeons. 


ANNUAL POSTGRADUATE 
CONFERENCE IN CLINICAL 
OPHTHALMOLOGY 


“The Stanford University School of Medicine 
will offer the annual postgraduate conference 
in Clinical Ophthalmology from March 24 
through 28, 1952. The progiam this year will 
be devoted to Ophthalmic Surgery. Registra- 
tion will be open to physicians who limit their 
practice to the treatment of diseases of the 
eye or eye, ear, nose and throat. In order to 
allow free discussion by members of the con- 
ference, registration wili be limited to thirty 
physicians. 

“Instructors will be Dr. A. Edward Maumenee, 
Dr. Dohrmann K. Pischel, Dr. Jerome W. Bett- 
man, Dr. Max Fine, Dr. Earle H. McBain, and 
Dr. Arthur J. Jampolsky. 

“Programs and further information may be 
obtained from Office of the Dean, Stanford Un:- 
versity School of Medicine, 2398 Sacramento 
Street, San Francisco 15, California.” 

W. H. Northway, M.D., Assistant Dean 





Vol. 9, No. 1 ARIZONA MEDICINE 


Normohydration 
FOR BOWEL REGULATION 


| the constipated stool is dehydrated, 


whereas the diarrheal stool or that induced by salines 


and irritants is hyperhydrated, containing free water. 


When Metamucil is employed for the management 
of constipation, it is mixed in a full glass of cool liquid. 
The ingested liquid containing the mucilloid promotes 


normohydration. 


M E TA M U * I yy is the highly refined mucilloid of 


Plantago ovata (50%), a seed of the psyllium group, 
combined with dextrose (50%) as a dispersing agent. 
G. D. Searle & Co., Chicago 80, Illinois. 


SEARLE reseaArcH IN THE SERVICE OF MEDICINE 


WHEN WRITING ADVERTISERS PLEASE MENTION THIS JOURNAL 
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RX, DX, AND DRS. 
By GUILLERMO OSLER, M.D. 


Here’s a cheer for DR. LEWIS HOWARD, new 
president-elect of the Western Branch, American 
Public Health Association . Dr. Howard has 
been Mr. Public Health in Tucson for most of 
the modern years. He arrived there in 1924, and 
became both city and county health officer in 
1931. .. . Here’s hoping he gets to make inspection 
trips in all parts of his territory in their best 
seasons—Honolulu, Vancouver, Banff, Manila, Sun 
Valley, La Jolla, Carmel, and all other such plague 


spots. 


Two recent articles, quoted in Abbott's “What's 
New”, tell of the ORAL use of PROCAINE FOR 
CONTROL OF ALLERGIC REACTIONS. ... 
Schapiro and Sadove have used it for intractable 
asthma. . . . Luddecke has used it in conjunction 
with ascorbid acid for control of allergy from 
antibiotics, tetanus AT, etc. The dose is 250 mg. 
of procaine hydrochloride plus 150 mg. of ascorbic 
acid. There were no side effects in 10 cases, and 
as much as 2,400 mg. of procaine was given daily. 
..- Small series, good promise. 


Here is a tip for the Arizona State Hospital for 


the Insane. . . . Drs. Isbister, Robertson, Stanley, 
and Stringer describe “A TUBERCULOSIS CON- 
TROL PROGRAM IN A MENTAL INSTITUTION” 
in the Journal of the Mich. State Med. Soc... . 
They describe the situation in Michigan before an 
active program was installed,—tuberculosis spe- 
cialists were not helping; isolation was the method 
in use; no decrease with this method had oc- 
curred in New York. ... A survey was made in 
the Michigan State Hospital for the criminally 
insane (staffed by a superintendent and 3 psy- 
chiatrists for 1,100 patients). There were 72 cases 
of tuberculosis in 1,310 examinations; 41 were ac- 
tive disease. .. . A surgical program was begun, 
using an imported team of nurses and surgeons, 
using their own supplies. One of the psychiatrists 
became their anaesthetist. . . . Bed rest could not 
be enforced, so that phrenic crushes alone were 
of little value. Pneumothorax was abandoned as 
hazardous. Phrenic plus pneumoperitoneum was 
valuable in 7 cases. Thoracoplasty was regularly 
effective in 8 cases. Resection and extra-pleural 
oleothorax were successful in one case apiece. 
. .. This Osler has urged such active therapy for 
years, but it is surprising to know that it works 
in the absence of bed rest, and when the patients 
throw equipment at the physicians. 


Hospital Topics describes a pair of 16mm. color 
films on ASEPSIS which are now available. The 
Wilmot Castle Co. will send them to any group of 


more than 15 people, free of charge. . . . The di- 
rector and editor was Dr. Carl Walter of Harvard, 
a leading evangelist for aseptic methods. . . . The 
films depict preparation of sterile supplies, and 
dispsal of contaminated supplies. The total run- 
ning time is 26 minutes. 


Newspaper editors decide on the relative impor- 
tance of news items. ... At first glance one would 
feel that it is unfair to place on page 5 a few 
paragraphs with a small heading “Doctor Volun- 
teers Eliminate Draft Need.” When the subject 
was first discussed and the Armed Services need- 
ed physicians, this was first-page stuff! ... On 
second glance, after saying that “so many doctors 
and dentists have volunteered that they no longer 
rely on the draft,” they tell the reason why,— 
Medical men are offered either a bonus and com- 
mission for volunteering, or a private’s rank on 
being drafted. The ratio of preference was 5,367 
to 2. 


TIME Magazine mentions the research work of 
Dr. Joseph Stokes Jr., on VIRUSES. There are 
two points of interest in the story. ... Dr. Stokes 
believes that if production of an active immunity 
(using a measles virus) is attempted while a tran- 
sient passive immunity is present (using an im- 
mune gamma globulin), the result may be a safe 
and continued protection. It might occur with 
other viruses. ... The second point, not mentioned 
by TIME, concerns Dr. Stokes himself. In the 
early 1920s, Dr. Stokes went thru his 4 medical 
years at Pennsylvania with grades of 100 in all 
subjects. 


There will be quite a stir in the near future 
about two heart-supportive drugs, BETAINE and 
GLYCOCYAMINE. The Annals of Western Medi- 
cine and Surgery for October 1951 contained the 
first four papers on use of the substances, with 
articles by the two Doctors Borsook of Los An- 
geles and Pasadena, and by Drs. Van Zandt, Gray- 
biel, and Patterson. . . . Their thesis,—Glycocya- 
mine, with the help of betaine, is the precursor 
of creatine. Phospho-creatine is the main re- 
servoir of readily available energy for muscle 
and nerve cells. When such cells are poorly 
functioning, even after anatomic enlargement to 
meet strain, excess of certain nutritives may be 
valuable. . . . Their proof,—several series of de- 
compensated cardiacs who responded by symp- 
toms and signs with better function and return of 
compensation. . . . The work was done under the 
auspices of Cal. Tech., by a grant from the In- 
ternational Minerals and Chemical Corporation, 
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and by a contract with the Office of Naval Re- 
search. . . . Non-medical publicity has already 
started to appear. 


The J.A.M.A. for May tifth had articles on two 
modern and topical subjects. An abstract of the 
piece about FROZEN FOODS would include the 
suggestions that, if the foods are frozen soon and 
rapidly, the vitamins and proteins will not be in- 
jured. . . . AVIATION MEDICINE presents nu- 
merous problems, only partly solved. The physi- 
cal factors which can provide hazards to the human 
in flight include speed, heat, cold, sudden changes, 
position, vision, air pressure, body gases, etc. 


California has taken a radical step in ISOLA- 
TION OF THE TUBERCULOUS... . This column 
recently mentioned Cal’s compulsory hospitaliza- 
tion law. Now comes the report of a 20-bed hos- 
pital unit for UNRULY PATIENTS at Terminal 
Island, off San Pedro, near Los Angeles. It was 
authorized by the 1949 legislature. . . . The pa- 
tients are those “who repeatedly refuse to ac- 
cept treatment elsewhere and whose actions make 
their disease a hazard to the community.” ...A 
person doesn’t have the right to spread disease 
as he wishes. . . . Actually these patients are 
irresponsible, often nearly psychopathic, fre- 
quently alcoholics, and sometimes are strepto- 
mycin resistant. . . . The subject is one which 
the V.A. hasn’t cared to handle, but which is a 
horrible headache to that service. 


The Surgeon General's office has reported the 
RELATIVE MORTALITY RATES of the past 
three wars,—World War I, 8 per cent: World War 
IL, 4 per cent: Korea War, 242% per cent. ... In 
addition to experience, the use of penicillin, whole 
blood, forward-area care, and air evacuation fac1- 
lities are given most of the credit. Cold-weather 
discipline is also important, since Korea is the cold- 
est country in- which our army has ever cam- 
Paigned. 


One can usually tell a new drug by the com- 
pany it keeps—who announces it, who did the 
research, where the report appeared, how it is 
advertised, etc... . A NEW SOPORIFIC drug has 
just been put out (by Schering Corp.), advertised 
in the usual trade journals (Modern Medicine), 
mentioned in the drug publications (Western 
Druggist), and said to be a non-habit forming 
non-barbiturate composed of carbon, hydrogen, 
and oxygen! ... Can you place it? The name is 
DORMISON (METHYLPARAFYNOL), a name 
which at least suits our semantic requirements. 
. . . It could turn out to be a good new drug, or 
just another preparation aimed at a lush field— 
depending on a future trial. 


Unfortunate results from healing crop up as we 
discover more effective healing agents. The most 
recent seems to be the ECTOPIC PREGNANCIES 
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which follow the use of penicillin for pelvic in- 
flammatory disease. ... Dr. Leon Krohn of Los 
Angeles reports in ‘California Medicine’ that the 
incidence of ectopics in his practice has trebled 
since the advent of the antibiotic. ... The healed 
tubes open, but apparently not enough to allow 
the ovum to descend to the uterus. 


The thoughtfulness of Drs. Prigal and Molomut 
in correlating CHRONIC AND REPEATED IN- 
FECTIONS in a family is doubtless matched 
by the futility of their chore. . . . They presented 
(in the J.A.M.A.) a clear picture of the susceptible 
host and the non-vulnerable carrier. The organ- 
ism frequently was the hemolytic staphlococcus, 
a hardy bacterium which is often resistant to 
antibiotics. . . . The futile part of this valuable 
information is that it will be so seldom used. 
The sick person is the one who wil. receive the 
drugs, and the average doctor will let the subject 
alone until we all take multiple antibiotics every 
morning with our vitamin pills. 


If a DRUGS MANUFACTURER can have 3 
months head start with a new or improved phar- 
maceutical preparation he is lucky. . . . Lederle’s 
advantage of one year in production of aureomycin 
was unusual. .. . Competition among drug com- 
panies, each of which has an antibiotic specialty, 
results in round-robin price cuts. ... The United 
States is one of the few major countries which 
permits patenting of a new drug. Most only per- 
mit patenting of the process. . . . Pfizer became 
the world’s leading AB producer because it was 
a specialist in drugs produced by fermentation... . 
Discovery of a commercially valuable AB has cost 
the lucky manufacturer millions. Squibb, Lilly, 
Abbott, Upjohn, and Sharp and Dohme have spent 
many millions and not yet hit the jackpot... . 
One company screened from five to six thousand 
soil samples a month in search of an outstanding 
culture. Only 76 out of the 100,000 showed any 
promise. 


SCREENING ANTIBIOTICS has reached a basic 
pattern, according to Upjohn’s ‘Oddysey of Mod- 
ern Drug Research’. The Hektoen Institute at 
Cook County Hospital, for instance, tries out each 
organism on twelve bacterial strains, including 
tubercle bacilli, two molds, and a protozoon... . 
If the drug is active in test tube studies, the toler- 
ance in mice is established. . . . If that test is 
passed, the AB is given “the works,” with more 
than 200 varieties of organisms. . . . The Great 
Therapeutic Desideratum at present is a materiai 
which will work against viruses. 


PULMONARY FIBROSIS may have obscure 
causes. There were 647 patients in the past 20 
years at the Mayo Clinic with a diagnosis of ‘pul- 
monary fibrosis of indeterminate nature.’ Fifteen 
of those known to be dead had been autopsied. ... 
The causes were identified in all but one case, and 
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they included such etiologies as bronchiectasis 
(4), organized pneumonia 2), lymphatic metastatic 
carcinoma (3), aplastic anemia, mitral stenosis, 
multiple infarctions focal abscesses, Hodgkin’s dis- 
ease, and Aspergillus infection. 


The Shield M’f’g. Co. has presented a new 
plexiglass RESPIRATOR. There are other chest 
‘contour’ respirators—and a lucky thing for the 
paralyzed. . . . Ten years ago this Osler tried 
to make a respirator of rubber and copper, to 
prevent paradoxical movement of a hemithorax 
after thoracoplasty. No success, and the attempts 
were abandoned when the difficulties in the fiela 
were described by Dr. Claude (‘The Leukemias’) 
Forkner. . . . Dr. Forkner had just returned from 
a professorship at P.U.M.C. in China. He brought 
back the famed Fred Snite, who had been his 
patient there, and he had to invent a chest res- 
pirator which would allow for transfers in trans- 
portation. . . . He at once encountered other in- 
ventors, priorities, patents, etc. The most interest- 
ing contact was a Swedish invention, sponsored 
by a wild Irishman, who was also a manager 
of Sonja Henie! . . . Inventors meet such inter- 
esting people. 
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AN ANNOTATED BIBLIOGRAPHY OF 


GROUP PRACTICE 1927 - 1950 


Bulletin 85, revised edition, prepared by the 
AMA Bureau of Medical Economic Research, 
defines “Group Practice”: 

1. There must be at least three physician 
members. 

2. The receipts from medical practice must 
have been pooled in some manner and then 
redistributed to members according to some 
previously arranged plan. 

3. “Closed staff’ hospitals were not included 
unless the members of the staff pooled the in- 
come received for services outside the hospital. 

4. Purely “diagnostic groups” which receive 
only referred cases were excluded. 

5. “Industrial” groups which furnish medical 
services to a single industry and thus to only a 
limited group of the general population were 
omitted. 

Copies available on request to Central Office. 
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Telephone Answering Service W AYL AND’S 


Southwest Telephone & Secretarial Service 
24 Hour Service For 
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Any time you’re out we answer your telephone 
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REPORT OF THE DELEGATE 
HOUSE OF DELEGATES, A.M.A. 


Los Angeles, Calif., Dec. 4-7, 1951 

A summary of the actions of the House of 
Delegates in digest form at the Los Angeles 
Clinical Session will be found in the A.M.A. 
Journal issue of Dec. 22, 1951, beginning on 
page 1675. Members of the Association are 
referred to this issue of the Jornal for complete 
summary of all the proceedings. The addresses 
of the President of the A.M.A., the President 
of the American Hospital Association, the Com- 
mander of the American Legicn, and the reports 
of the Coordinating Committee and Board oi 
Trustees are recommended especially for their 
value in reading. Mr. Newell Stewart, Phoenix, 
Arizona, was the official representative to the 
House of Delegates from the American Pharma- 
ceutical Association. 

The meetings of the House of Delegates were 
held at the Biltmore hotel, except for an eve- 
ning meeting in the auditorium of the Shrine 
Convention Hall, where an overflowing crowd 
of doctors, their wives, and the public were ad- 
dressed, over a national broadcast and _ tele- 
vision reproduction, by the Honorable U. S. 
Senators, Robert A. Tafi, Ohio, and Harry F. 
Byrd, Virginia. 

These Senators, one a Republican and the 
other a Democrat, spoke in unmistakable terms 
about their ideas against Socialism, creeping 
upon this country under present administration 
policies, their opposition to compulsory health 
insurance as advocated by the President, and 
of their disagreement over many of the Presi- 
dent’s national and international programs now 
being sponsored or advocated. These speakers 
made all of us feel that we had courageous 
and gallant comrades in our campaign to defend 
the American way of life, as exemplified in our 
campaign to preserve our present freedoms in 
medical practise. 

A short summary of a number of resolutions 
introduced into the House and reported out for 
adoption by the various reference committees 
will be recited in this report. 

1. The Board of Trustees recommended to 
the House of Delegates a substitute report for 
adoption, in place of the previous actions of 
the House, in its acceptance heretofore of the 
so called Hess Report, which represented a study 
of a special committee on “Hospitals and the 
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Practice of Medicine,” or “Hospital-Physician 
Relationships.” This new revised report was 
adopted by the House of Delegates as a policy 
statement on Phvsician-Hospital Relations, and 
surplants the controversial “Hess Report” pre- 
viously adopted. It can be stated that the 
philosophy underlying the adoption of this re- 
vised statement of policy differs very little from 
the criginal “Hess Report,” but its language 
has been altered so that physicians alone are 
made accountable for any deviations from ac- 
ceptable ethical practises, in their professional, 
ethical and financial relationships with hospitals. 
The threat of disciplinary action against hos- 
pitals who do not cooperate with doctors under 
proper ethical standards, as set forth in pre- 
vious policies by the original “Hess Report,” are 
entirely eliminated. The present version, as now 
adopted, in hospital-physician relationships offers 
the following principles for guidance of indi- 
vidual practitioners and medical societies to- 
ward solution of the various local controversies 
over employment of doctors by hospitals: 

(A) A physician should not “dispose of his 
professional attainments or services” to any hos- 
pital or institution under conditions where such 
services can or are resold—for a profit to the 
hospital. 

(B) If a hospital does not sell the physi- 
cian’s services, the financial arrangement be- 
tween them may be placed on any mutually 
satisfactory basis. In such manner, doctors may 
be paid for teaching or research, not only by 
hospitals, but by corporations or other lay 
bodies. 

(C) Specialists of anesthesiology, pathology, 
physical medicine and radiology, the ones chiefly 
concerned by this AMA policy—are recognized 
as an integral part of medical ,practise. 

Note: This completely published newly 
adopted report on the Relation of Physicians and 
Hospitals will be found in the A.M.A. Journal, 
issue Dec. 22, 1951, beginning on Page 1684. 

2. A resolution was adopted against “the pro- 
mulgation of any regulations by the Selective 
Service System under which students of Schools 
of Chiropractic may be deferred under the Uni- 
versal Military Training and Service Act ot 
1951. Earlier in the year an Amendment to 
the Selective Service Act was added to place 
chiropractic students on par with medical stu- 
dents with regard to deferment from military 
duty in order to continue their professional 
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studies. “It has been scientifically demon- 
stated,” said the resolution, “that chiropractic is 
without merit as a healing art and that there is 
no current need in he armed forces for graduates 
of schools offering such instruction.” 

3. The House approved a report of the A.M.A. 
Council on Medical Service which outlined plans 
to assist state medical associations in develop- 
ing programs designed to bring physicians into 
communities in need ot medical services,—a 
national expansion of the Physician Placement 
Service. 

4. Approval was given to the Board of Trus- 
tees’ appointment of the six A.M.A. representa- 
tives who will serve on the joint commission 
for accreditation of hospitals in the United States 
and Canada, along with representatives of the 
American Hospital Association, the American 
College of Surgeons, and the American College 
of Physicians. The six are: Drs. R. J. Whit- 
acre, East Cleveland, Ohio; Herman G. Weis- 
kotten, Syracuse, N. Y.; Julian P. Price, Flor- 
ence, S$. C.; Dwight H. Murray, Napa, Calif. 
(Chairman of the Board of Trustees); Gunnar 
Gundersen; La Crosse, Wisc., and Stanley R. 
Truman, Oakland, Calif. 

5. A resolution was adopted clarifying the 
action of the House of Delegates which called 
for a Congressional Investigation into the mat- 
ter of “Teaching of Collectivism” in our public 
schools. 

6. Adopted a resolution calling for a compre- 
hensive survey by the AMA to determine the 
source of funds, both public and private, now 
available for medical research. A Committee 
of the Board of Trustees will attempt to reveal 
(a) sources of funds, both public and private, 
now available; (b) the amount of free time de- 
voted to medical research, and (c) fields of 
medical research receiving funds and in what 
proportion. The decision to carry out this study 
was due in part to the expressed feeling that 
many past surveys “have concentrated primarily 
on Government grants, and have ignored, for 
the most part, contributions of free time by 
scientists and gifts by private individuals.” 

7. War Veterans Hospital and Medical Serv- 
ice was again before the House, resolutions pre- 
sented chiefly by Dr. Shoulders, from the 
State of Tennessee. Many problems are con- 
cerned with this subject, yet the most contro- 
versial one pertains to the government’s respon- 
sibility (if it has one) for the hospitalization and 
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medical care at public expense of non-service 
connected disabilities. Should these cases con- 
tinue to be eligible for free hospital and medi- 
cal care, simply by signing a statement that 
each cannot pay for these services, or, if not, 
what should be done to correct this widespread 
abuse of the taxpayers funds? A counterpart 
of the same subject would have to provide 
for some method of caring for non-service dis- 
ability cases, under private auspices. The plan 
as introduced by Dr. Shoulders would provide 
that the Government contract and pay for mem- 
berships in the voluntary health service plans 
to care for these cases who are really unable 
to pay for their medical services. This subject 
was debated long before a reference committee. 
Vice Adm. Joel T. Boone, Chief Medical Direc- 
tor of the Veterans’ Administration, being pre- 
sent at the hearing. ‘The House adopted a 
resolution submitted by the appropriate reter- 
ence committee, recommending that the Board 
of Trustees appoint a special committee to study 
the Shoulders Plan and all other ramifications of 
veterans care. The proposed committee was 
authorized and directed to consult with hospital, 
insurance, veterans and other interested organi- 
zations in arriving at its conclusions. This 
Committee has a difficult task ahead, since the 
above issue raised in the Shoulders Plan, will 
encroach upon the present attitude of the high 
councils of the American Legion who insist 
upon the preservation of the status quo in re- 
gard to free care of non-service connected dis- 
abilities. This Committee will also find another 
American Legion project closely linked with 
medical care of veterans, namely, its campaign 
to prevent the merger of all Federal medical 
activities, including the VA’s and associated 
hospital activities, under one departmental head. 


8. The House took action on matters pertain- 
ing to government paid medical services for de- 
pendents of military personnel. The text of the 
approved resolution is as follows: “If, in the 
independent judgment of Department of De- 
fense or Congress, the welfare of our prepared- 
ness program requires that the dependents ot 
members of our armed forces receive medical 
care on a service basis, then the medical pro- 
fession stands ready to provide such service thru 
Blue Shield and other medical society-sponsored 
plans.” This resolution as adopted gives Blue 
Shield strong recognition by the AMA; it 
strengthens the position of the American Hos- 
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pital Association, which took a similar stand 
at its recent annual mecting, and it may con- 
ceivably serve to influence consideration which 
is now being given by the Department of De- 
fense and Armed Services to the utilization of 
voluntary prepayment plans in providing health 
care for dependents. WRMS No. 233. 

9. The House went on record in favor of 
fluoridation of community water supplies as a 
measure intended to help prevent dental caries, 
particularly in children. 

10. A resolution was adopted authorizing the 
A.M.A. to make a survey to determine the num- 
ber of “deaths of small children and infants 
resulting from the ingestion of household pro- 
ducts not labeled as poisoning.” Singled out 
specifically were carbon tetrachloride cleaning 
fluid, methyl salicylate, and silver polishes con- 
taining cyanide. The resolution said “All (of 
these) tho poisonous, are not labeled as such 
and new cleaning products and other household 
preparations are being placed on the market 
each year, some of which may be poisonous and 
yet not be so labeled because they do not faii 
under the Federal Caustic Poisons Act.” 

1l. The following recommendations of the 
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Committee on Blood Barks were approved (1) 
Publicize contra-indications, as well as indi- 
cations, for use of whole blood and blood 
fractions; (2) increasing awareness on part of 
physicians of necessity of replacing blood taken 
from banks—” too many physicians fail to dis- 
charge their responsibility;” (3) donors should 
receive blood type cards; (4) strive for better 
cooperation among organizations interested in 
the national blood program. 

12. The latest revision, the first since 1945, 
of the “Essentials of an Acceptable Medical 
School,” was submitted by the Council on 
Medical Education and Hospitals. Their re- 
port was approved. 

Your Delegate was privileged to attend all 
the meetings of the House of Delegates, and 
was designated this Session by the Speaker of 
the House, to serve on the Reference Commit- 
tee on Reports of Officers. Our Executive Sec- 
retary, Mr. Robert Carpenter, also attended all 
meetings of the House. 


Respectfully submitted. 
Jesse D. Hamer, M.D., Delegate 
Phoenix, Arizona 
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CONSTRUCTIVE CHICAGO 
CONFERENCE 


The State Medical Journal Conference for 
Editors and Business Managers was held in the 
American Medical Association Building in Chi- 
cago, Illinois on November 13 and 14. With 
an attendance of 180 delegates representing 
38 state journals together with the Hawaii 
Islands. The Arizona delegates were Frank J. 
Milloy, M.D., Editor, Arizona Medicine and J. N. 
McMeekin, Business Manager. 

Meeting was called to order by George F. 
Lull, M.D., Secretary and General Manager oi 
the American Medical Association. 

A most interesting informative talk on reader- 
ship analysis in relation to advertising was 
given by Walter Kehoe, Director Medical De- 
partment, J. B. Lippincott Company. While the 
subject of the speech was listed as “The Job 
of An Editor,” the main point made was that 
the more interesting the material published the 
more advertisers would be interested in using 
the publication. 

A Panel Discussion followed and the speakers 
were, Joseph Garland, M.D., New England Jour- 
nal of Medicine; Carl B. Drake, M.D., Editor, 
Minnesota Medicine; Wallace M. Yater, M.D., 
Editor, Medical Annals of D.C.; Douglas L. 
Cannon, M.D., Editor, Journal of the Medical 
Association of Alabama. 

A Question and Answer Period followed ir 
which the delegates participated. 

Harry L. Shaw, General Editor, Harper & 
Brothers, spoke on “Literary Aspects of Medical 
Journalism.” “Writing, said Mr. Shaw, “when 
properly managed, is but another name for con- 
versation.” Which is but another way of saying 
that so-called “fine writing” is not nearly so 
interesting, nor so well and widely read, as the 
plainest possible way of “talking about” the sub- 
ject under discussion is a simple conversational 
manner. 

Lester L. Hakes, Associate Professor, Univer- 
sity of Wisconsin, went into detail on the 
“Mechanical Make-Up of the Journals.” 

The evening session was held at the Walnut 
Room of the Bismarch Hotel. Julian P. Price, 
M.D., Editor, Journal of the South Carolina 
Medical Association was the Toastmaster. The 
speaker was Wu Paak Shing, Ph.D. who's topic 
was “The Chinese Under the Communists’ Rule.” 

Three sessions were held Tuesday morning. 
“Financial Appraisal” was the topic given by 
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Stanley B. Weld, M.D.. Chairman, Advisory 
Committee of the State Journal Advertising 
Bureau. 

Problems of Business Management was an 
open discussion for the Business Managers. 

In the fourth session, on Tuesday, Wm. Alan 
Richardson, Editor, Medical Economics, en- 
gaged in an excellent discussion of the problems 
of medical journal publication. Mr. Richardson 
stressed that, if more money was available for 
staff purposes, a much better job could be 
done, and inferred that a widening of the ad- 
vertising field might well supply more money 
and thus make possible great improvements in 
these journals. 

A talk was given by Alfred J. Jackson, Direc- 
tor, State Journal Advertising Bureau on its 
Historical Background and a general report on 
1951 and predictions for 1952. 

The 27 class publications listed in the Novem- 
ber 12th issue of ‘Advertising Age’ indicates au 
average gain of 4.6% in number of advertising 
pages for the 10 month period, January through 
October 1951. 

State Journal Advertising Bureau pages tor 
the same period show a gain of 12.5%. Net 
billing is also up about 12.5%. 

Following was a discussion where the sug 
gestion was made by Mr. Jackson, due to the 
increased printing costs, in broadening the pos- 
sibility in National Advertisors by the solicita- 
tion of electric appliances and automobile in- 
dustries. This was met with the general ap- 
proval of all the delegates. 

Also suggested that local firms should be 
more thoroughly covered in the above mentioned 
business. 

From hearsay, and comments received, it is 
quite apparent that the program was well re- 
ceived by those present. 

J. N. McMeckin, Business Manage: 
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IN MEMORIAM 
“4 Born in Waco, Texas, in the year 1878, 
Oscar C. West received his Doctor of Medi. 
cine degree at the University of Emory, 
School of Medicine, Georgia in 1899. 

Licensed to practice medicine in the 
states of Georgia, Texas, New Mexico and 
Arizona, he came to Phoenix in 1929 to be- 
come state epidemiologist. He served as 
local assistant county physician and (Mari- 
copa) county medical examiner, appointed 
in 1941, relinquishing this latter post just 
two years ago, the result of ill health. Prior 
to his residency in Arizona, he had served 
his country in Cuba during the Spanish- 
American War and in France during World 
War I; was division surgeon of the South- 
ern Pacific in Texas; public health officer 
in New Mexico; and likewise saw service in Chile, China and Mexico. 

Dr. West lived a full life in public service devoted to his profession. He 
endeared himself in the hearts of many of his wide circle of friends, pa- 
tients and colleagues. Over twenty years a member of Maricopa County 
Medical Society and this Association, in 1949 he was honored by fellow- 
practitioners on having completed his first fifty years of distinguished 
service in the field of medicine, through honorary membership in its Fifty 
Year Club. 

While his recent passing creates a void within our professional ranks 
difficult of replacement, we can truthfully say: “Well done thou good and 
faithful servant—.” 





Oscar C. West, M.D. 


RESOLUTION 

WHEREAS, John Thomas Taylor, one of our most respected colleagues and 
a former member of this Society has passed into the great beyond; and 

WHEREAS, throughout all his life he devoted himself to the practice of medi- 
cine, overcoming severe physical illness to do so; and 

WHEREAS, his services and kindness to the sick public have, over the years, 
given unstintingly, unselfishly and graciously, ofttimes at the expense of his own 
physical well-being; and 

WHEREAS, by his good works, his exemplary characver and his high ideals, 
both as a doctor and a citizen he has endeared himself the communities in which 
he has lived; and 

WHEREAS, social and professional contact has created complete confidence, 
trust and friendship by older and younger members of the profession alike; 
be it therefore 

RESOLVED, that the Yavapai County Medical Society spread all the fore- 
going in the minutes of our Society and that a copy of this Resolution be fur- 
nished the family of Dr. Taylor with an expression of deep sympathy to them 
in their loss; and that copies of this Resolution be furnished the local press, the 
Arizona Medical Association and the American Medical Association. 

For the Society: 
Walter V. Edwards, M.D., President 

C. E. Yount, Jr., M.D., Acting Secretary 
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FACTS ABOUT A.M.A. DUES FOR 
1952 


1. American Medical Association membership 
dues for 1952 are $25.00. 

2. Fellowship dues for 1952 have been abol- 
ished. 

8. American Medical Association membership 
dues are levied on “active” members of the 
Association. A member of a constituent asso- 
ciation who holds the degree of Doctor of Medi- 
cine or Bachelor of Medicine and is entitled 
to exercise the rights of active membership in 
his constituent association, including the right 
to vote and hold office as determined by his cou- 
stituent association, and has paid his American 
Medical Association dues, subject to the provi- 
sions of the By-Laws, is an “active” member of 
the Association. 

4. American Medical Association membership 
dues are payable through the component county 
medical society or the constituent state or terri- 
torial medical association, depending on the 
method adopted locally. 

5. Commissioned medical officers of the Uni- 
ted States Army, the United States Navy, the 
United States Air Force or the United States 
Public Health Service, who have been nomin- 
ated by the Surgeons General of the respective 
services, and the permanent medical officers of 
the Veterans Administration and the Indian 
Service, who have been nominated by thei: 
Chief Medical Directors, may become Service 
Fellows on approval of the Judicial Council. 
Service Fellows need not be members of the 
component county or constituent state or terri- 
torial associations or the American Medical As- 
sociation. They do not receive any publication 
of the American Medical Association except by 
personal subscription. If a local medical so- 
ciety regulation permits, a Service Fellow may 
elect to become an active member of a com- 
ponent and constituent association and the Amer- 
ican Medical Association, in which case he would 
pay the same membership dues as any other 
active member and receive a subscription to the 
Journal of the American Medical Association. 

6. An active member of the American Medical 
Association may be excused from the payment 
of American Medical Association membership 
dues when it is deemed advisable by the Board 
of Trustees, provided that he is partially or 
wholly excused from the payment of dues by 
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his component society and constituent associa- 
tion. 

The following may be excused in accordance 
with this provision: (a) members for whom 
the payment of dues would constitute a financial 
hardship as determined by their local medicai 
societies; (b) members in actual training but 
not more than five vears after graduation from 
medical school; (c) members who have retired 
from active practice; (d) members who have 
reached the age of 70, on request, and starting 
January 1 following the 70th birthday, and 
(e) members who are called to active duty with 
the armed forces (exemption begins July 1 or 
January 1 following entrance on active duty). 
The last two categories are excused from A.M.A. 
dues regardless of local dues exemptions. 

7. Active members of the American Medical 
Association are not excused from the payment 
of American Medical Association membership 
dues by virtue of their classification by their 
local societies as “honorary” members or because 
they are excused from the payment of local and 
state dues. Active members may be excused 
from the payment of American Medical Asso- 
ciation membership dues only under the provi- 
sion described in Paragraph 6 above. 

8. American Medical Association membership 
dues include subscription to The Journal of the 
American Medical Association. Active mem- 
bers of the Association who are excused from 
the payment of dues will not receive The Journal 
except by personal subscription at the regular 
subscription rate of $15.00 a year. 

9. Members may substitute one of the special 
journals published by the Association for The 
Journal to which they are entitled as members. 

10. A member of the American Medical Asso- 
ciation who joins the Association on or after 
July 1 will pay membership dues for that year 
of $12.50 instead of the full $25.00 membership 
dues. 

1l. An active member is delinquent if his 
dues are not paid by June 1 of the year for 
which dues are prescribed and shall forfeit his 
active membership in the American Medical 
Association if he fails to pay the delinquent 
dues within thirty days after the notice of his 
delinquency has been mailed by the Secretary of 
the American Medical Association to his last 
known address. 

12. Members of the American Medical Asso- 
ciation who have been dropped from the Mem- 
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bership Roll for nonpayment of annual dues can- 
not be reinstated until such indebtedness has 
been discharged. 

13. The apportionment of délegates from each 
constituent association shall be one delegate for 
each thousand (1,000), or fraction thereof, ac 
tive members of the American Medical Associa- 
tion as recorded in the office of the Secretary of 
the American Medical Association on Decem- 
ber 1 of each year. 


ILLINOIS STATE MEDICAL 
ASSOCIATION 
A LAWYER WHO KNEW MEDICINE 

Earl Rogers, probably the most famous crim- 
inal lawyer on the West Coast, the attorney who 
defended Clarence Darrow when he was accused 
of jury bribery, tried many of his cases, and 
won them, because of his passion for anatom- 
ical and “surgical lore.” 

Each case he handled brought a more com- 
plete realization of the value of such knowledge 
in his profession. Doubt was frequently cast 
upon the depth of that knowledge, yet Rogers 
was made a professor of medical jurisprudence 
at one of the Los Angeies colleges. Many an 
expert medical witness ran afoul of Earl Rogers 
on the stand and was convinced that the lawyer 
knew as much as any doctor. Gunshot wounds; 
incised lesions, or stab wounds; all phases of 
insanity from sheer madness down through the 
many functional disorders to mere mental de- 
fects that cause inclination to perverse actions; 
the study of psychiatry, or the treatment of those 
mental diseases; the intricate subject of poisons 
and narcotics and their effect upon the human 
organism—all these special branches of medicine 
which definitely are included in medical juris- 
prudence, Rogers absorbed with an avidity in- 
spired by ambition to become eventually super- 
ior in such knowledge to any medical practi- 
tioner. He haunted hospitals, operating rooms, 
morgues. Wherever a difficult operation was to 
be performed or a mysteriously slain body 
examined, Earl Rogers was one of the inter- 
ested and expert investigators present. 

Shortly before his death in 1922 he wrote out 
an argument to offer his son in his effort to wean 
him from his determination to study law. It, 
in its entirety, gives an amazing prophecy on 
the future of that profession. To quote that 
portion dealing with malpractice: 

“Physicians and surgeons always have been 
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the prey of dissatisfied patients who expected 
a physician or a surgeon to restore them to 
absolute health and entire physical perfection. 
Because of the failure of the medical profession 
to accomplish the impossible, thousands of mal- 
practice suits are brought every year by patients 
who claim lack of skill or improper treatment 
on the part of their medical attendants. For- 
merly the defense of doctors against such exac- 
tions constituted a portion of a lawyer's prac- 
tice by no means to be overlooked. Today every 
doctor carries an insurance against such attempts 
to secure money from him. These insurance 
companies defend these cases and pay such 
judgments as, perchance, may be procured—and 
they are rare—and these companies hire a lawyer 
for a salary, sometimes even maintaining lawyers 
who have no other business or concern. The 
average lawyer gets no malpractice case today 
unless he chooses to bring suits of this sort, 
which, as a rule, a reputable lawyer hesitates to 
assume. . . . Taken in all, I think it may safely 
be said that the day is not far distant when the 
lawyer, in the old sense of the word, will be 
confined exclusively to small towns, small busi- 
ness, and to unimportant litigation.” 
“TAKE THE WITNESS” 
By Alfred Cohn and Joe Chisholm 


THE ARIZONA MEDICAL 
ASSOCIATION, INC. 
MEMBERSHIP REPORT 


Available information discloses that as ot 
December 31, 1951, licensed medical doctors, 
residents of the State of Arizona, totalled 750. 
In addition thereto, a total of 407 non-resident 
medical doctors were licensed in this state; ex- 
clusive of those holding a “temporary” or 
“special restricted” license. 

Membership of the State Association on Janu- 
ary 1, 1951, totalled 608. During the year just 
past, 55 new medical doctors were received into 
membership; 16 left the state; 3 resigned; 3 were 
dropped; and 5 deceased. The net result is a 
membership gain of 28, for a total of 636 as of 
January 1, 1952, comprising 584 Active, 45 Affili- 
ate (17 of which are Military), and 7 Associate 
members. 

Only one member has failed to date to pay 
his 1951 State Association dues, and 14 have 
become delinquent in the payment of 1951 AMA 
dues. 
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“Wtomaua AUXILIARY 





PRESIDENT’S MESSAGE 

To carry out the purpose of the Medical Auxili- 
ary we as members must unify our efforts. 
Unification develops strength. Though we strive 
to grow in numbers, achievement may be at- 
tained with few members of quality and action 
working as one. 

Graham County organized in 1930 with six 
members but it was forced to disband in 1934. 
In 1951 it gives me great pleasure to welcome 
the doctors’ wives who have reorganized the 
county with an increased potential membership, 
including one of the charter members. Best 
wishes to them for success in their work. 

National emphasis is laid on self-education. 
Our membership is urgea to be active in Health 
Agencies, to promote Nurse Recruitment, Volun- 
teer Health Plans, the sale of Today’s Health 
and the Bulletin; to sponsor good legislation, 
support the American Medical Education Foun- 
dation and participate in the Civil Defense Pro- 
gram. Arizona may point with pride to the 
hundreds of man hours being given by the 
members of the Woman's Auxiliary to their 
communities. Continued direction of this effort 
in public relations is bound to bring results. 

The next two years will be a challenge. To 
meet this we must do our part in helping to 
solve the big problem today. That problem is 
to select for office good candidates who will work 
from the bottom up and not from the top down. 
We want to elect those who will strive for the 
freedom of all enterprise in this great country. 
Let each one of us be an informed, grass 
roots politician and an intelligent voter. 

Mrs. Royal W. Rudolph 
President 


WOMAN’S AUXILIARY 
8TH ANNUAL CONFERENCE 


The 1951 conference of State Presidents and 
Presidents-Elect, also National Committee 
Chairmen, was held again at the La Saile Hotel 
in Chicago, Illinois on November 14th and 15th. 

The theme of the conference, “Working To- 
gether for Health,” was enlarged upon by mem- 
bers and guest speakers alike until the evidence 
was concrete that we, as doctors’ wives, are an 


Auxiliary to a Frrotession and, as such, have a 
very specific job to do. 

From the beginning, the conference was no 
cold meeting but, was visible proof that coming 
together, working together and staying together 
can produce fine results. Women new to the 
national field were welcomed and made to feel 
at ease with women of considerable experience. 
From a group of forty women at the first 
conference, to eighty-six women present this 
year, shows a steady advancement of a govern- 
ing body made up of persons willing to accept 
the responsibility given to them of achieving 
a definite goal. 

Dr. Ernest B. Howard, Assistant Secretary for 
AMA, spoke on “The ABA and the Woman’s 
Auxiliary.” He showed many slides and gave 
much statistical data bringing into focus the 
“whys” of the amounts of money paid by doc- 
tors to the Association and the many channels 
through which this money is diverted. 

Out of an income of $9,000,000 in 1951, very 
large sums were spent on scientific activities, 
educational campaign, maintenance, medical 
service, publications, rural health, all in a tre- 
mendous effort to educate either the doctors, 
130,000 strong, in these United States or the 
public which they are dedicated to serve. 

How does this concern the Auxiliary? “Very 
deeply,” is the answer. We are the ambassadors 
of good will for our husbands who, busy with 
curative or preventive medicine, have turned 
to us for help. Make no mistake, when you 
became a doctor’s wife, you accepted real re- 
sponsibility to your community.» Around us 
we recognize a great change developing. If 
that change is not to be in our way of life, 
which has come to us as a wonderful heritage, 
then it must come in our way of living life. 
Great things we cannot do, small things we will 
not do, but, to be caught in the do nothing 
field, we dare not. 

Do, Dr. Howard asks, be alerted in this serious 
period before elections. Become informed on 
the issues at stake. Pass intelligent information 
to others through club, church and school affilia- 
tions. It is your job and mine to make clear 
that the issue of Socialized Medicine is not dead 
but acutely alive, that Socialism is a dishonest 
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movement not only in medicine, but in nursing 
or any other field, because it strangles individual 
enterprise. 

Panel discussions were again the means to 
build the committee reports having the National 
Chairman in each instance act as Moderator 
with several State Presidents carrying out the 
discussions. 

Organization: The Auxiliary is built on mem- 
bership and this membership should more closely 
parallel that of AMA. The task as presented 
by Mrs. Leo Schaefer is to develop 10,000 new 
members. You are the Auxiliary; “Be a member 
—Get a member” is her personal campaign. 
United we come closer to realizing our goal— 
aiding the Health Program of AMA. 

Organization of new groups was well covered 
and the good to be accomplished through in- 
dividual work of Members-at-large was pointed 
out as difficult to estimate, but invaluable to the 
over-all picture. 

Finance: This panel was entirely practical 
and to the point. Money, while in itself not a 
vital thing, becomes of vital necessity in ex- 
panding such an organization. 

1. Cooperation was urgently stressed in col- 
lection of dues. 

2. Close check and well kept records of finan- 
cial needs and expenditures. 

8. A budget reserve of 10% was suggested as 
adequate. 

Three types of spending were brought to 
mind: Under-spending, over-spending and wise 
spending, the last of these often being better 
than saving when it comes to realizing objec- 
tives. 

No apology need be given for acknowledging 
the fact a budget is indispensable, and so far, 
we have given only of our husbands earnings 
in support of a project they have requested. 

Notice of dues should be followed by a sec- 
ond notice; then, having made a real effort 
to contact your potential number, if no response 
is received, the sound suggestion of national 
workers is to drop the deadwood from your 
membership roster. Oniy audited reports are 
acceptable at the national level with the dead- 
line always March 3lst. 

. Mr. Edward H. O’Conner, Managing Director, 
Insurance Economic Society of America, was the 
first of two guest speakers brought before this 
conference. His talk was uncommonly impres- 
sive due in part to his being entirely outside the 
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medical group. Here was a successful business 
man pointing out the American way of life and 
asking us, as thinking persons, as leaders within 
our communities, to re-evaluate the ideals upon 
which this great country was developed. Free- 
dom isn’t free. It calls for never ending effort 
from all to keep alive the spark that gives 
life the meaning we want it to have. Free 
enterprise has it’s faults but, it is surely better 
than socialism with its blessing of misery. 

Clement Atlee has admitted that only the 
lower third of Briton’s population benefitted 
from Socialism and you can read anywhere of 
the ruin of that nation under its effect. 

What are we waiting tor? If public opinion 
is equal to the sum of private opinions, let us 
influence opinion in the direction we feel is right 
—that the only security for all of us is a Pay 
as You Go plan in contrast to Socialization, in- 
cluding Medicine. 

Nurse Recruitment: Here was brought to 
light the fact that from existing nursing ranks 
the Government is taking SIXTY women each 
day. Since 50,000 student nurses have been 
named a minimum requirement this year, the 
field is obviously open and the Auxiliary has 
been asked to do all in its power, in conjunc- 
tion with nursing groups, to help fill this 
number. 

Mrs. H. W. Smith from Woodward, Iowa, ad- 
vanced the most pertinent suggestion of this 
panel in her discussion of future Nurses’ Clubs, 
work to be enthusiastically inaugurated at the 
level of Junior High School pupils. These things 
we could do: 

A. Talk with Councilors. 

B. Arrange for meetings on school time. 

C. Arrange for Talks by a Nurse. 

D. Arrange for Talks by a Doctor. 

E. Arrange for Talks by a Librarian. 

F Field trips to a local Blood Bank. 

G. Field trips to a local Nursing School. 

H. Radio and TV programs. 

A film showing “Girls In White” was given 
attentive reception by the audience along with 
the word this film is available for the asking 
from AMA. It could do much to interest girls 
and parents alike in nurses training as a future 
to be desired for many reasons. 

Community Service: Teamwork is our job 
and this job we can do. As Mrs. Arthur 
A. Herold laughingly pointed out there are sev- 
eral good reasons why we should serve: 
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1. There are so many more women than men. 

2. We have a greater life expectancy. 

3 We use 92 labor saving devices—giving us 
time. 

4. We spend 85 cents of every dollar. 

5. We suggest how the other 15 cents is spent. 

Arizona shone in this panel when Mrs. Royal 
Rudolph, our State President, gave her report 
of Rural Health Program as carried out by Pima 
County in the Radio Broadcasts by school 
children. 

To let the job you tackle be applicable in 
a practical way to the area involved was the 
sensible implication of the many participating 
speakers. 

Health Days: The stress of this panel was 
education plus action, pvinting out in particular 
that a great difference lies between medical 
care and health. Medical care deals with a 
doctor-patient relationship whereas health is a 
Community responsibility. 

Building a comprehensive program of educa- 
tion on such recurring topics as Mental Health, 
Food Sanitation, Accidents by sponsoring Ex- 
hibits, Movies, Question and Answer Forums 
and discussions with oiher groups, was dis- 
cussed. 

Civil Defense: This comparatively new sub- 
ject was given much time and thought. The 
Moderator asked that we ponder the sad ex- 
perience of Hawaii and suggested that, to make 
Civil Defense come alive, individual attention is 
necessary. 

At luncheon the second day, Honorable Dr. 
Walter Judd, who is a physician, who has been 
a medical missionary and who is now the U. S. 
Congressman from Minnesota, made a deeply 
moving plea to Americans for the perpetuation 
of real Americanism wherein he begged for 
participation to replace lip service. He spoke 
of the wonder of America, containing 7% of the 
Earth’s population being able to help support 
the remaining 93% and gave as the only com- 
parable wonder the fact that there are today 
within our midst persons who work to reduce 
us to a position like that from which our fore- 
fathers fled. 

Legislation: The panel was given on the re- 
lationship of legislation to medicine. The im- 
portance of confronting local medical personnei 
with the facts as presented in Bills before Con- 
gress and the necessity of dealing directly with 
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our Washington representatives on occasion was 
conclusively shown. 

The unusual scope of Auxiliary work seems 
staggering but, we understand this is a continu- 
ing program with the new officers expanding on 
the good themes of last year’s group and pro- 
moting a development or forward moving ideas 
applicable to the changing times. Provocative 
stimulus was provided in particular to the Presi- 
dents-Elect who, with the help and understand- 
,ing of their local groups, hope to prove the 
value of this worthwhile conference. 

Respectfully submitted, 
Ruth E. Schoffman, President-Elect 
Phoenix, Arizona 


ANNOUNCEMENT 


The Woman’s Auxiliary to the Arizona Medicai 
Association is pleased to announce the organi- 
zation of the Woman’s Auxiliary to the Graham 
County Medical Society at Safford, Arizona on 
December 4th, 1951. 

Mrs. Royal W. Rudolph, State President, 
installed Mrs. Frederick W. Knight as President 
and Mrs. Donald E Neison as Secretary-treas- 
urer. Mrs. William P. Schoffman, Pres.-Elect 
of Arizona and Mrs. Geouge S. Enfield, Organi- 
zation Chairman were also present at the instal- 
lation. 

We are very proud that this little group, which 
numbers six, has felt that through organization 
they could be of more help to their husbands 
and of more influence in their community. They 
have plans ready to begin Health Radio Pro- 
grams in January and are most enthusiastic 
about other projects which they plan to carry 
out in the future. We wish them the best of 
success and welcome them heartily to our 
midst. ’ 

Mrs. George S. Enfield 
Phoenix, Arizona 
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